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ABSTRACT
The Education and Training
of
Human Service Workers:
An Analysis of a National System
(May, 1981)
Vernon R. James, M. Ed.
,
University of Massachusetts
Directed By: Dr. Donald S. Carew
Mental health workers are a heterogeneous group of direct service
personnel formally and informally linked to services in institutional
and non—institutional systems of mental health care. A variety of
titles and labels all find a common denominator in the category "mental
health worker."
To provide an informational framework for this study, the long
history of mental health workers is traced from their early uses to
their current central place in the mental health system. Virtually
every non-medical aspect of mental health service relies extensively
on these workers. They have become the largest staffing complement
in institutional and community-based services.
This study has two major foci: 1) to describe the national
college-based educational system which prepares human service workers
for employment in the mental health field; and 2) to describe and
analyze the stage of professional development of these workers.
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The study traces the development of human service workers’ train-
ing programs, from a few Federally funded demonstration projects in
two-year colleges during 1966-67 to an estimated 524 programs in both
two— and four—year colleges by 1978. Much of the study data is based
on a 1978-79 national survey of 305 education programs: 180 in two-
year colleges, and 125 in four-year colleges.
Findings . The study indicates that colleges in virtually every
state provide human service education programs, with high concentra-
tions in the northeast, west coast and southeast. Programs demonstrate
considerable correspondence in course offerings, curriculum structure,
use of field training, and recruitment of instructional personnel
from established professions.
The curriculum model is one-third foundation/basic curricula, one-
third mental health/human service content, and one-third field experi-
ence. The mental health curricular areas Include: community mental
health, mental hospitals, mental retardation, alcoholism, gerontology,
children’s mental health, drug abuse, developmental disability, correc-
tions, and vocational rehabilitation.
The primary goal of training is to develop mental health "general-
ists." Students are predominantly white females, who are recent high
school graduates or women returning to the work force. Survey re-
spondents reported that, during the past 10 years, they have trained
an estimated 48,000 persons for employment in the mental health and
human services fields, with an additional 21,000 persons currently in
vii
their first or second year of training.
To study professionalism of human service workers, benchmark
criteria were extracted from the literature denoting the progress of
an occupational group toward professionalization. These criteria
were examined in relation to four substantive areas of agreement
(consensus) among survey respondents.
Findings
. The study indicates a majority consensus in each of
the areas studied. Of crucial important was the finding that consen-
sus exists for a formal certification of training programs and for
specifying minimal levels of training as prerequisite for employment
in mental health and human service agencies.
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CHAPTER I
INTRODUCTION
Statement of the Problem
The field of mental health^ has been dynamic since the end of
World War II and continues to evolve at a rapid rate, atypical of
most human service^ fields. At the heart of this evolutionary process
is the shift of the mental health service delivery system from an
institution-centered to a community-centered system. This shift can
be attributed largely to Innovations in treatment and care that have
significantly expanded the mental health system, and to social
pressures to increase the magnitude and quality of services for
populations in need. These changes, plus the increased emphasis on
providing services appropriate for traditionally underserved popula-
tions and on equal opportunity in employment, have necessitated new
concepts regarding mental health personnel and their roles and
functions. Mental health workers^ now have become the single largest
category of personnel providing direct services and support for the
mentally ill and socially distressed populations in this country.
Many of the workers who entered the mental health field prior to
the late 1960s did not hold degrees at the associate (A.A.), or
baccalaureate (B.A.) levels. They were prepared for their jobs
l.For definitions of terms, see p.9
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2largely through pre- or in-service training, or through federally
supported training programs, such as the New Careers and Public
Service Career programs of the U.S. Department of Labor and the
experimental and special training projects of the National Institute
of Mental Health.
bhe late 1960s, the nation's two— and four—year colleges
began to engage in the education and training of human service
2
workers
. These programs were directed toward people wishing
employment and possibly a career in mental health work and toward
people already employed in mental health who needed additional
education and training for career advancement or continuation of
employment.
By 1978-79, an estimated 524 such training programs were in
operation, with approximately 37,000 students enrolled. Once
established, the college-based A. A.
,
B.A. and certificate programs
incorporated the specialized experimental and demonstration programs
originally funded by federal and state governments.
These college programs have become the primary mode of formal
education and training for jobs in mental health. They mark a
significant advance in the quality and scope of training programs:
They are developed to integrate theory and practice, generalized and
specialized fields of knowledge, work and study. They provide a
standard for entry-level employment; as such, they are apt to have a
2. For definition of terms, see p. 11
profound effect on the character of services that are provided to
populations in need.
3
The rapidity with which a national system for education and
training developed has allowed little opportunity to reflect on what
has been accomplished. Relatively few studies of early programs
exist, and no detailed studies have been made of the current system of
colleges providing training. Consequently, the organization, goals,
purposes, and foci of the present programs have been virtually
unknown. This study describes and analyses the current college-based
system for educating and training human service workers.
Purposes and Objectives of the Study
This study grows out of several interrelated developments in the
mental health field: the field’s growing importance to and influence
on society; the large number of people being employed and trained to
work in the field; the continued growth and refinement of formal
education programs for human service workers; and the theoretical,
strategic, and practical issues related to accountability in mental
health service delivery. Accountability issues include developing
certification of educational programs, and setting competency standards
for graduates and for future licensing of human service workers. In
effect, the issues create pressure for professionalization of these
workers. All these developments relate to the ways in which human
service workers are educated and trained. They have particular
relevance to the various college-based programs currently operating
throughout the nation.
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The primary purposes of this study are to describe the current
national college-based educational system for preparing human service
workers, and to describe and analyze the present stage of human
service workers' professional development.
The principal objectives are:
To examine the national distribution and geographic location
of certificate, associate and baccalaureate training programs,
in order to determine the extent of the effort to train
human service workers and the programs' geographic
concentration (s)
;
2. To examine the capacity of the national system for training
human service workers, by estimating the number of students
graduated from programs, and the number currently in training;
3. To review curriculum models and determine the variety of
curricula, teaching modes, and field experiences offered to
students, as well as to examine the guiding principles, goals,
purposes and objectives underlying the educational efforts;
4. To describe the demographic characteristics of graduates from
human service worker programs, and to determine whether these
characteristics have changed over time;
5. To describe the personnel who train students, in terms of
what fields they represent to determine whether programs are
interdisciplinary, and whether staffing affects the type of
program offered;
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6. To develop a statistical profile of certificate, associate
and baccalaureate programs, by comparing programs against
common criteria, including credits, course offerings, field
experience;
7. To examine the extent of professional development in the
human service workers* field, by comparing programs surveyed
and professional development benchmarks, and by determining
the extent of consensus among program directors in areas
critical to professional development.
Methodology
Three related approaches are used in this study. An historical
review discusses the interaction between the mental health field and
mental health workers and the evolution of the current education and
training system examined in this study. Data are drawn from the
published literature, federal legislation, and files maintained at the
National Institute of Mental Health. To supplement these data,
inteirviews were conducted with people instrumental to the development
of mental health workers in general and human service workers in
particular. An analysis of a national survey conducted by the
Southern Regional Education Board in 1978 provides detailed data on
certificate, pre-service and in-service training programs within
6hospitals and community mental health centers, two-year and four-year
college programs, as well as a few Master's level programs.
The analysis of professionalization among human service workers
is developed from a review of the literature. Benchmark criteria,
indicating common features, stages and traits of professions, were
compared to the characteristics of human service workers and their
programs. A component of the national survey questionnaire
also was used to examine the extent of respondents ' consensus about
professionalization.
Significance of the Study
This study has both theoretical and practical value for a variety
of audiences. It provides important information for program directors
and staffs of two- and four-year colleges; for administrators of
mental health and human service agencies, and for officials of local,
state and federal government.
On a theoretical level, the htiman service worker experience in
the field of mental health provides examples of the rapid growth of
new personnel categories, of developing specializations within
existing professional domains, and of new systems of service provision.
Several important questions must be considered: How does the system
that has evolved for training human service workers link or mesh with
training for related professions? Is the widespread institutionaliza-
tion of formal education for human service workers coincident with a
change in workers* ideology— that is, a shift in emphasis from social
7and political goals to more conventional professional concerns? To
what degree do human service workers retain the autonomy that they
held in the mid-1960s? Have human service workers lost their unique
qualities by accommodating themselves to the degree-based hierarchies
traditional among academic institutions and would adoption of
credentialing solidify the system, changing its early innovative
character? Or are any such losses to the profession offset by gains
in quality of services and greater recognition? Finally, are human
service workers developing the traits of a "new" profession?
On a practical level, this study examines current educational
programs across the nation to determine if they are equivalent in
scope and approaches. Such knowledge is crucial to the validity of
any assumption that program graduates have a common core of skills
and abilities, which qualifies them for work in mental health agencies
and helps them have job mobility.
In addition, the study examines the extent to which standards for
the training of personnel are regarded as important in the field.
Receptivity to such standards helps determine the success of efforts
by agencies and the federal government to foster an effective national
system of mental health care, staffed by adequately trained personnel.
Finally, this study adds to the body of literature that describes
the growth of human service workers in various areas of service, and
provides a broader base of knowledge for future investigators.
r
8Limitations of the Study
Any single study cannot fully address all the questions and
Issues It raises. Furthermore, the survey technique Is limited
because the depth and detail of Inquiry must be constrained In order
to promote completion and return of the questionnaire. The survey
format also results In an ambiguous Identification of cause and
effect. Inasmuch as the data cannot specify, for example, whether It
Is the type of student body, or the staff, or the Institution that
affects the structure of the curriculum In terms of the amount of
time devoted to classroom and field specialization. Finally, this
survey only examines programs which were operational during 1978- 79 .
It has not attempted to explore the reasons some programs have closed,
although such Information would be Interesting.
Organization of the Study Report
Including this information (Chapter I)
,
this report consists of
five chapters, plus references, and a related appendix.
Chapter II, The Mental Health Worker: An Overview, consists of
two major sections. The first section examines how mental health
concepts have changed in recent decades and traces the involvement of
mental health workers in mental health. The second section describes
the roles, utilization patterns and dominance of mental health worker
personnel in today’s mental health system, and discusses the functions
and effectiveness of mental health workers.
9Chapter III, The Education and Training of the Human Service
Worker: History and Current Status, also consists of two sections.
The first is an historical review of the development of education and
training programs for human service workers. Including early program
designs, numbers of graduates, and federal training initiatives. The
second part is an in-depth analysis of two-year and four-year college
programs today, based on results of the national survey. It includes
findings regarding program organization, structure, function, and
content. This chapter also provides a summary statistical profile of
the programs, organized by academic degrees.
Chapter IV, The Professionalization of the Human Service Worker,
assesses the extent to which there is a trend toward professionaliza-
tion of the human service worker occupational group, and its scope.
The literature on the professions is reviewed and a series of bench-
marks are developed in order to measure the professional tendencies
of human service workers. The extent of consensus in each of four
areas pertinent to professionalization is examined, using responses
from the training program directors surveyed.
Chapter V, Summary and Conclusions, reviews the study and its
findings, and sets forth a series of recommendations for continuing
studies in this field.
Definitions
Mental health . The term "mental health" is used to describe the type
of agency providing services and not the kind of services being
10
provided. Therefore, no distinction is made between agencies
concerned with personality disorders, social disabilities (such as
alcoholism, drug abuse)
,
and mental illness and those agencies that
focus on individuals' growth and development, environmental stress
and adaptation, and community development.
Human services. In the broadest sense, "human services" include all
of the programs, professions, and agencies that help people function
better in any bio-psycho-social area, or help to detect and remedy
malfunctions in any of these areas. This term includes all of the
health, social welfare, and rehabilitation professions, such as
medicine, psychiatry, nursing, psychology, social work, and rehabili-
tation counseling, and all of the program agencies such as public
hsfllth, mental health, mental retardation, alcoholism, drug abuse,
child welfare, family and child services, aging, corrections and
vocational rehabilitation.
Mental health workers . The term "mental health worker" has evolved
over the years. As currently used, it does not merely describe an
individual worker, or, by implication, circumscribe the work to be
performed. Instead, the term, typically describes an entire class of
personnel not identified within the four core disciplines (psychiatry,
psychology, social work, and psychiatric nursing), at the graduate,
undergraduate, certificate and non-degreed or non-certificate levels.
However, for the purposes of this study, the term "mental health
worker" applies only to the undergraduate and non-degreed groups of
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workers
. No distinction is made between the variety of titles and
terms used to describe the work functions of these individuals. Where
distinctions are needed for clarity, the content of the passage or a
footnote explains the necessary difference or emphasis.
The term mental health worker, in this context, replaces a
variety of terms that have become unacceptable to the field, such as
paraprofessional, nonprofessional, sub-professional, aide, attendant.
New Careerist, etc.
Human service workers . The term "human service worker" as used here,
primarily refers to a specific occupational group of mental health
workers; those who are trained at the certificate level and/or in
two- or four-year colleges and universities for work as "generalists"
specifically within the mental health field.
CHAPTER II
THE MENTAL HEALTH WORKER: AN OVERVIEW
This chapter presents a context for understanding the human
service worker. Discussion focuses on (1) the change in mental health
practice from a psychoanalytic to an "ecological” model; (2) the
introduction of large numbers of mental health workers into direct
and support service occupations; (3) the utilization patterns for
mental health workers, including roles, responsibilities and a
classification of types; and (4) a review of studies describing the
effectiveness of mental health workers as direct service providers.
Changing Mental Health Concepts
The mental health field has undergone broad and significant
changes during the past two decades. Basic concepts of mental health
have been reexamined, and, in many instances, new definitions and
conceptions have emerged in regard to the etiology, therapy,
rehabilitation, and prevention of mental illnesses. This process of
reexamination and redefinition continues today.
Prior to the 1960s, the behavior of psychotic patients was
usually attributed to uncontrolled, unconscious forces within the
individual or to unidentified disease processes. Neurotic patients
were thought to manifest imbalance and maladaptive behavior in order
to control inner urges, conflicts, and the effects of early childhood
experiences. These orientations were not confined to one school of
12
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thought, but were pervasive in Freudian, neo-Freudian, Jungian,
Adlerian, Reichian, Gestalt, and behavioral approaches.
Although intrapsychic concepts of mental disorder still prevail,
alternate interpretations and methods of intervention have arisen.
The newer approaches represent a broader perspective of mental health
and illness. The heightened sensitivity and social concerns of the
1960s, coupled with social science’s growing interest in learning and
environmental change, have led to a strong mental health emphasis on
environmental and social influences. The individual is no longer
viewed as the sole focus of illness; now, a person's state of mental
well-being is considered within the context of the whole living
environment, and social, class, and cultural factors are taken into
account
.
Moreover, a person's mental health status now is viewed as
relative, depending largely on the perspective and value system of
defining institutions, agencies, and persons. Both the mental health
of the community
,
as well as of the individual
,
are seen as
significant.
There is increasing recognition that institutional treatment of
psychotic and aged people not only may be less effective than
community-based services, but frequently also may be detrimental to
their physical and psychological well-being (Anthony, Buell, Sharratt,
& Altfatt, 1972; Zussman, 1966). Therefore, the primary responsibil-
ity of the mental health system no longer is custodial; the system
has become responsible for assisting people to maintain residency in
14
the community and to adapt to it. Increased attention is given to
the legal and human rights of the individual, including efforts to
ensure "due process" protection for patients, as well as to ensure
patient's basic rights to treatment protection (Robitscher, 1977).
The research that supports this new attitude has helped produce
what may be called an "ecological service delivery model." Behavioral
scientists have shown that the quality of the environment and the
ability of individuals to receive support and feedback from within
the community play a major role in determining whether individuals
function well or suffer marked disability (Caplan, 1964; Cassell,
1976).
Clearly, in order to promote mental health, it is not enough to
focus attention on the individual; it is also necessary to make
structural changes in the environment. From this ecological viewpoint,
the mental health of an individual cannot be factored out or isolated
as a set of simple, non-interacting variables. Berkman (1971), for
example, has shown that a positive relationship exists between
physical health and psychological well-being. Other evidence
demonstrates the impact of social and economic conditions on mental
health (for example, see Srole, Langner, Michael, Opler, & Rennie,
1962). Just as recent social movements have directed attention to
developing societal reform in lieu of using victims of poverty and
discrimination as scapegoats, many proponents of the ecological model
of mental health (such as Ryan, 1971) urge constructive approaches to
15
ameliorate social conditions that foster marginal adaptation rather
that blaming the victims of such conditions.
In recent years, mental health intervention strategies also have
been changing dramatically. Therapeutic interventions no longer are
limited to approaches that emphasize insight, verbal interaction, or
somatic therapy, such as tranquilizers. These approaches do not
adequately serve people who are economically deprived, who experience
discrimination, or who suffer severe psychological disability (see,
for example, Cowen, Garner, & Zax, 1967). The evolving emphasis on
treating clients as whole persons with a full range of human needs
and feelings, leads to broader, more functional approaches in which
individuals’ skills, education, vocational activities, leisure
interests, and social behavior all become legitimate mental health
concerns. Treatment and rehabilitation programs increasingly are
being formulated in terms of individuals' "self-determination." They
provide resources and skills for clients to meet their own needs
(Bloom, 1977b; Cohen, 1978), help clients assess alternative
possibilities, and offer support and guidance.
Finally, in keeping with an ecological perspective, mental health
agencies and workers are increasingly concerned with creating
environments that are conducive to mental health, developing community
resources, and promoting community tolerance of the mentally disabled.
16
The Use of Mental Health Workers
These changes in the mental health service system have combined
with other social factors to bring about changes in the field's
personnel needs and practices. The demand for professionally trained
personnel, for example, has far exceeded the supply; new types, levels,
and numbers of workers are required. As a result, legislation has
favored personnel training, and research has legitimated the use of
mental health workers. Through active advocacy, the mental health
workers' occupational group has grown rapidly since the 1960s. In
fact, mental health workers are now the single largest category of
personnel providing the nation's direct mental health services (James,
1979).
Various types of mental health workers have been used in the
United States since the sixteenth century (Grob, 1973; Rosen, 1968;
Santos & Stainbrook, 1949; Zilborg & Henry, 1941). Early American
treatment and care of the mentally ill were primarily within
institutions which often employed brutish and callous methods. While
some doctors terrorized patients, in the belief that patients could
be frightened out of psychosis and into reality—earning mental
institutions the sobriquet "snake pits"—untrained custodians or
attendants had the responsibility for controlling their captive
charges, often by exercising equally brutal methods (Henry, 1949;
Rosen, 1968).
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In the early nineteenth century, the roles of mental health
workers grew in importance. For example, in Thomas Eddy’s (1815)
outline for the operation of Bloomingdale Asylum (currently the
Westchester Division of New York Hospital, Cornell Medical School),
five of his ten major recommendations for "moral treatment"
specifically applied to the attendants or custodial keepers. This
was the first formal proposal to train and utilize these personnel
more effectively.
Other attempts to train mental health worker attendants occurred
in the mid-nineteenth century. Earle (1837) recognized the "para-
mount importance" of the disposition of the attendants, and he
developed the first written training guide for mental health worker
personnel (Earle, 1844). Dorothea Dix alerted the citizenry to the
widespread neglect of mental patients—particularly those hidden away
with no hope of treatment and whose fundamental needs were often
unattended. She attempted to build on efforts of the 1830s and 1840s
to recognize the importance of mental health worker attendants and to
provide some training for them. Despite these efforts, no organized
or sustained programs emerged. When interest in mental health
services reform later waned, so did the impetus to provide training
for mental health workers.
Unlike general health facilities in America, mental health
Institutions have been mainly under public jurisdiction, and mental
health workers typically have been employed under some form of merit
system. Prior to World War II, half the staff in mental hospitals
18
were mental health worker attendants. Their roles remained narrowly
defined, their opportunities for upward or lateral mobility were
severely limited, their chances for further education under
institutional auspices were almost nonexistent. They had no
recognized role in the treatment of patients, but continued to be
providers of custodial care (Ellsworth, 1968).
World War II is often cited as the turning point in the develop-
ment of new mental health worker roles. Because of the immediate and
dramatic wartime needs for personnel to treat soldiers experiencing
shell shock, psychoneurosis, and mental disturbance, medical corpsmen
were offered short, intensive training programs in treatment
techniques and were assigned to treat patients, often but not
exclusively under the supervision of nurses. At the end of the war,
however, interest again waned, despite an attempt by the Menninger
Psychiatric Aide School to formulate a short-term training program
for civilian mental health worker psychiatric aides.
Large numbers of potential draftees had been rejected for
military service for psychological reasons. This raised questions
about the mental health of the general population. From the mid to
late 1950s, changes occurred in the nation's mental health system.
Awareness grew regarding the extent and complexity of mental health
problems; costs rose dramatically for institutional care. Demand
increased for more treatment facilities, more effective and less
costly treatment methods, and more effective use of personnel.
19
As a result of these pressures, the Joint Commission on Mental
Health and Illness was established by the President, and directed to
report to Congress its findings and recommendations on the mental
health needs of the country. The Joint Commission report. Action for
Mental Health (1961), was highly pessimistic about the ability of
then current treatment programs, strategies, and facilities to address
growing mental health needs.
The personnel supplement to the report. Mental Health Manpower
Tr^ (sic)
,
predicted that the nation could not hope to meet mental
health service delivery needs by using only traditional professionals
in traditional ways. Sufficient professional personnel could not be
produced to keep up with the nation’s needs;
The long-standing shortage— in some instances, the
complete absence of—competently and specifically
trained professional personnel in mental hospitals,
. . . has been aggravated rather than relieved by
a tremendously increased demand for mental health
services in other agencies—for example, schools,
courts and prisons as well as in private practice.
(Albee, 1959, p.xi)
The lengthy education preparation of professional
personnel in the field of mental illness and
mental health makes pessimistic the prospect that
their number can be increased sufficiently to
meet social needs. (Ibid, p. 256)
The report concluded that both the delivery and the training systems
would have to be expanded and revised extensively if they were to
meet the needs of the country’s citizens.
Other special forces added to the urgency for change. In
particular, questions were being raised about the causes and social
consequences of poverty. Leading authors suggested that poverty was
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not due to individual and isolated problems but to structural
conditions in the labor market, lack of access to work opportunities,
and widespread, pervasive racism (Cloward and Ohlin, 1961; Harrington,
1963, Pearl and Riessman, 1965). These writers said that if, indeed
poverty is brought about and sustained by forces beyond the control
of poor people, then it will persist despite individuals’ efforts to
Improve their condition, and will impose multiple problems in housing,
education, employment, delinquency, physical and mental health, and
access to services. "Social dynamite" threatened and could be sparked
by the alienation and neglect of the poor.
of reasoning was supported by studies demonstrating
inequalities and inadequacies in the distribution and use of mental
health facilities and services, and demonstrating the inappropriate—
ness and ineffectiveness of services for the poor and minorities
(Hollingshead & Redlich, 1958). Studies also documented that a
selective class bias operated in mental health treatment, resulting
in the exclusion of the poor, aged, alcoholic, delinquent, and
minorities (Hollingshead & Redlich, 1958). The existing therapies,
which focused on internal dynamics of patients, were seen as
inappropriate for non-middle-class, non-white clients; the personnel
involved in therapy were often unwilling to reach underserved
populations; and the underserved, in turn, seemed unaware of or
dissatisfied with, the available mental health services.
In 1968, the National Association for Mental Health issued a
personnel policy statement which concluded that the problem of
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providing more adequate, innovative mental health services would not
be solved by recruiting workers from traditional personnel pools and
training them in traditional disciplines. The Association recommended
increased use of allied and auxiliary personnel, including indigenous
personnel and appropriately trained and supervised volunteers
(Matarazzo, 1971). The innovative services to be performed by these
mental health worker caregivers included (1) serving as a bridge
between mental health agencies and those clients and consumers not
previously reached; (2) performing advocacy services for clients in
need; (3) assisting clients of diverse backgrounds in the development
of skills and greater competence; (4) providing support for people
in crisis and for those lacking families or other natural support
groups; and (5) delivering preventive and educational services to
the general community.
The most significant and lasting change in the mental health
service delivery system during the 1960s was the dismantling of the
nation's mental hospitals and the creation of an alternate, community-
based system of services. The report of the Joint Commission on
Mental Health and Illness (1961)
,
generated a number of policies and
programs removing clients and services from large institutional
settings and providing community-based mental health services (Bloom,
1977a). The Community Mental Health Centers programs, initiated by
and Act of Congress in 1963 (and subsequently amended several times),
provided the impetus for current efforts to reintegrate people with
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mental health problama-especlally those with chronic disabilities
into their normal community settings.
The monetary support for these programs was substantial. In
1961, when the Joint Commission published its report, the nation spent
$1 billion per year on direct costs for mental health services (Joint
Commission. 1961). Today approximately $16 billion is spent for these
services (Brown, 1977), reflecting the rapidity and magnitude of
changes in mental health needs, services and personnel.
In 1965, there were no community mental health centers (CMHCs).
By 1973, CMHCs 'had replaced state and county mental hospitals as the
primary organized mental health care setting; 400 CHMCs were in
operation, serving communities ranging from 75,000 to 200,000 people.
By 1975, Congress had authorized 609 centers to cover an estimated
40 percent of the U.S. population; 507 were in operation. The national
plan now calls for 1,500 CHMCs (Survey & Reports Branch, Division of
Biometry & Epidemiology, National Institute of Mental Health, 1975-76).
The massive social changes during the 1960s changed the character
of human services as well as the types of people recruited and trained
to provide the services. Vast numbers of "New Careerists" and
mental health workers" came into all of the human service
areas education, social welfare, and physical and mental health.
Indigenous mental health workers (people similar to clients in social
class, background, and/or outlook) assumed a liaison role between the
professional and the client. Because indigenous mental health workers
shared the norms, values, and customs of the client, they could
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facilitate services and treatment strategies.
Studies suggested that lay people not only could function
effectively as mental health therapists but also might perform better
than members of the traditional psychiatric team (Beck, Kantor, &
Gilineau, 1963; Carkhuff, 1968; Rioch, Elker, Flint, Usdanski, Newman
& Silber, 1963; Traux & Lister, 1970). These experiments permitted
mental health workers to provide clinical services on a small scale,
under professional supervision. At first the treatment models were
traditional (intrapsychic in emphasis)
,
and those mental health
workers selected for in-service training shared the same treatment
orientation and beliefs as the professionals who trained them.
However, indigenous mental health workers drawn from minority
communities facilitated a change from intrapsychic to sociological
and behavioral approaches in the treatment of mental illness (Anthony,
Buell, Sharratt, & Altfatt, 1972; Zussman, 1966).
The extent and rapidity with which indigenous mental health
workers were incorporated into organized care settings is documented
by a 1969 survey of eighty community mental health centers, which
found that 42 percent of all full-time positions were occupied by
indigenous workers. In drug abuse programs and geriatric services,
the percentages were 60 and 70 percent, respectively (University
Research Corporation, 1969).
The large influx of mental health workers into the human services
was made possible by increased training and employment programs
legislated in the 1960s. The Manpower (sic) Development and Training
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Act of 1962 authorized programs to train workers facing displacement
due to technological change. The 1966 amendments to the Act added
training for the poor in institutional and on-the-job settings. The
Social Security Act Amendments of 1962 provided additional personnel
training funds. These amendments enlarged welfare aid to needy
persons but emphasized long-range rehabilitation of the poor through
vocational training, and training for self-care. Preventive welfare
services were available to people likely to go on welfare, and programs
for training welfare workers also were expanded. These stategies
resulted in an emphasis on hiring welfare recipients and on the
services they provided as mental health workers.
One small piece of legislation during that period had special
significance for the changing roles and patterns of utilization of the
new mental health personnel. The 1966 Scheuer amendments to the
Economic Opportunity Act empowered the Department of Labor to enter
into agreements for the training and employment of low—income persons
in fields such as health, education, social welfare, corrections, and
public safety. The key feature of this legislation was that it
stimulated human service agencies to develop job opportunities, job
advancement programs, continued education and training, and supportive
services for the new mental health workers.
The Mental Retardation Facilities and Community Mental Health
Centers Construction Act of 1963 provided a mental health setting for
programs to recruit, train, and hire indigenous service providers.
Finally, the 1968 amendments to the Vocational Rehabilitation Act
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stimulated the use of mental health workers (New Careerists) in
rehabilitation services and created employment opportunities for
clients.
In the history of the mental health worker movement, the 1970s
were characterized by the continued influx of new categories of
personnel and the continued numerical growth of mental health direct-
care workers, due to four major reasons: (1) the economic retrenchment
persisted throughout the 1970s in the human services fields,
brought persons prepared for other careers into the human services
employment market; (2) the women’s rights movement encouraged women
to enter or return to the work force; (3) increased numbers of
students graduating from high school and community colleges sought
careers in mental health and human services; and (4) the work-
efficiency and economics of mental health workers encouraged employers
to use them.
Mental health workers are now the single largest category of
personnel providing direct services in the nation's 3,300 mental
health facilities (James, 1979). The relative numbers and percentages
of professional and mental health worker personnel working in U.S.
mental health facilities are shown in Tables 2-1 and 2-2. According
to these tables, in 1976 mental health workers comprised 45.1 percent
(N = 130,021) of all patient care personnel in mental health facilities
surveyed by the National Institute of Mental Health (Table 2-1).
Other categories of mental health workers, LPNs and LVNs, made up
another 5.3 percent (N = 15,337). Together these three groups
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Table 2-1
Distribution of Personnel by Discipline in
All U.S. Mental Health Facilities, 1968-1976
Year
Discipline 1968 1972 1974 1976
Full-time Equivalent Positions
Psychiatrists 9,891 12,938 14,947 15,339
Other physicians 2,736 3,991 3,548 3,356
Psychologists 5,212 9,443 12,597 15,251
Social workers 9,755 17,687 22,147 25,887
Registered nurses 24,256 31,110 34,089 39,392
Other mental health
professionals (BA + or
equivalent) 12,136 17,514 29,325 34,249
Physical health (a) 8,203 10,507 9,631
Total professional
patient care staff 63,986 100,886 127,160 143,105
LPN, LVN (a) 19,616 17,193 15,337
MH worker (BA or less) (a) 120,753 128,529 130,021
Total patient care staff (a) 241,255 272,882 288,463
Administrative,
clerical, maintenance (a) 134,719 130,142 134,795
TOTAL POSITIONS 375,974 403,024 423,258
(a) Data not available for these years
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Table 2—1 Continued
Distribution of Personnel by Discipline in
All U.S. Mental Health Facilities, 1972-1976
Year
Discipline 1968 1972 1974 1976
Percentage of Total Patient Care Staff
Psychiatrists 5.4% 5.5% 5.3%
Other physicians 1.7 1.3 1.2
Psychologists 3.9 4.6 5.3
Social workers 7.3 8.1 9.0
Registered nurses 12.9 12.5 13.7
Other MH professionals
(BA+ or equivalent) 7.3 10.7 11.9
Physical health 3.4 3.9 3.3
Total professional patient
care staff 41.9 46.
6
49.7
LPN, LVN (a) 8.1 6.3 5.3
MH worker (BA or less) (a) 50.1 47.1 45.1
TOTAL PATIENT CARE STAFF (a) 100.1 100.0 100.1
(a) Data not available for these years
^Source ; Data in these tables 2-1 and 2-2 are from the Preliminary
Working Draft of the Final Report of the Task Panel on Personnel to
the President's Commission on Mental Health, December 1977, based on
a compilation of NIMH Division of Biometry and Epidemiology data.
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Table 2-2
Distribution of Personnel by Discipline in
U.S. Community Mental Health Centers, 1970-1976
Year
Discipline 1970 1972 1974 1976
Full-time Equivalent Positions
Psychiatrists 1,394 1,583 1,848 2,292
Other physicians 103 241 270 274
Psychologists 1,005 1,807 2,994 4,543
Social workers 1,989 3,044 4,418 6,752
Registered nurses 1,989 2,722 3,459 4,588
Other mental health
professionals (BA + or
equivalent) 923 2,441 4,306 6,336
Physical health (a) 158 252 305
Total professional
patient care staff 8,303 11,996 17,547 25,090
LPN, LVN 3,670 1,244 1,367 1,288
MH worker (BA or less) 1,148 5,574 7,605 9,273
Total patient care staff 13,121 18,814 26,519 35,651
Administrative,
clerical, maintenance (a) 5,841 8,791 12,816
TOTAL POSITIONS (a) 24,655 35,310 48,467
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Table 2—2 Continued
Distribution of Personnel by Discipline in
U.S. Community Mental Health Centers, 1972-1976
Year
Discipline 1970 1972 1974 1976
Percentage of Total Patient Care Staff
Psychiatrists 10.6% 8.4% 7.0% 6.4%
Other physicians 0.8 1.3 1.0 0.8
Psychologists 7.7 9.6 11.3 12.7
Social workers 15.2 16.2 16.7 18.9
Registered nurses 15.2 14.5 13.0 12.9
Other MH professionals
(BA + or equivalent (a) 13.0 16.2 17.8
Physical health (a) 0.8 1.0 0.9
Total professional patient
care staff (a) 63.8 66.2 70.4
LPN, LVN (a) 6.6 5.2 3.6
MH worker (BA or less) (a) 29.6 28.7 26.0
TOTAL PATIENT CARE STAFF (a) 100.0 100.1 100.0
(a) Data not available for these years
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represented 50.4 percent of patient care staff, not including
identified numbers of mental health workers subsumed in the "Other
Mental Health Professionals" category, or the BA-level workers
Included under "Social Work" and "Psychologist" categories.
When community mental health centers are considered alone
(Table 2-2), the proportion of mental health workers (BA or less) is
substantially reduced, although their numbers are still higher than
any other single category of personnel. In CHMCs, mental health
workers, LPNs, and LVNs constituted 29.6 percent (N - 10,561) of the
patient care personnel in 1976 and higher percentages in other years
reported. Thus the estimate of Steinberg, Freeman, Steele, Balodis,
and Batista (1976) that at least 30 percent of all direct mental
health seirvices provided in federally funded community mental centers
are delivered by mental health workers is borne out by the figures.
In summary, the importance of mental health workers in present-
day mental health services may be attributed largely to three basic
causes already discussed: The shortage of adequate mental health
personnel, initially brought to the public's attention in the late
1950s (Albee, 1959), led to a reassessment of the training and
employment patterns in the field of mental health.
Second, mental health workers from diverse backgrounds facilitated
necessary changes in the emphasis and design of mental health
services. More services became available to low-income and minority
persons to supplement one-to-one therapy, which not only was
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inaccessible to such persons (Lorion 1973), but also was limited in
effectiveness to primarily white, middle-class clients (Schofield.
1964).
Third, the expansion of education and training programs prepared
large numbers of new workers for the mental health field.
Mental Health Worker Utilization Patterns
Utilization patterns of mental health personnel have changed over
time, as the conceptions and practices of mental health services have
changed and as the number and kinds of mental health workers employed
by the field have grown. The introduction of mental health workers
into service delivery did not occur without strong oppostion from
professionals, who challenged mental health workers* competence.
Leaders of the mental health worker movement acknowledged that not
every mental health worker could or should be a therapist. They hoped
that mental health workers could perform tasks allied to and supportive
to treatment, thus freeing scarce professional personnel from less
essential roles and tasks, and allowing them more time to treat
clients
.
Nevertheless, mental health workers were assigned innovative and
complex therapeutic functions from the beginning of their major entry
into the field in the 1960s. These efforts created continuing
problems in defining the specific roles of mental health workers, and
ambiguities still exist. Efforts at clarification have been stymied
by the diverse kinds and levels of training for mental health workers,
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and the overlapping roles and functions of professionals and mental
health workers. Therefore, the description of mental health worker
utilization patterns in this chapter is limited to a listing of the
different types of mental health workers and to a review of the
functions they commonly perform.
^pes of mental health workers . The term mental health worker (as
indicated on page 10) describes an entire category of personnel,
encompassing all mental health occupational groups not identified
within the four core disciplines (psychiatry, psychology, social work,
and nursing). For the purposes of this study, the term mental health
worker applies only to the undergraduate (below masters level) and
non-degreed groups of workers.
This broad classification permits examination of issues pertinent
to the entire mental health worker field, while simultaneously allow-
ing the employing agencies and individual workers to have job or
occupational titles descriptive of their speciality or specific work
responsibilities. For example, drug and alcohol counselors intake and
outreach workers, hospital attendants, psychiatric technicians, and
psychology aides are all classified as mental health workers.
The diversity of the field precludes describing the many
different kinds of workers in detail. However, broad groups of
workers that represent (the majority of) mental health workers can be
described. These groups can be classified as either traditional or
non-traditional mental health worker caregivers, and are described in
the remainder of this section. The descriptions that follow do not
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attempt to distinguish groups according to their importance or
effectiveness. In addition, some unavoidable blurrings and over-
lappings of characteristics occur among various groups. Finally,
the complex issues of educational requirements and remuneration are
not addressed.
Traditional mental health worker caregivers
. Traditional mental
health worker caregivers are defined as paid workers who perform a
variety of direct care functions on behalf of patients and their
families, either in institutions or in other organized care systems.
These individuals work under the general supervision of mental health
professionals. They may have a variety of training and educational
experiences, including but not limited to, a baccaulaureate degree,
an associate degree, a certificate in specialized competencies, a
high school diploma or equivalent, or specialized pre- and/or in-
service training.
1* Psychiatric aides, psychiatric technicians, or attendants.
These workers provide in-patient psychiatric care. They
are employed primarily by large mental hospitals, by
CMHCs with in-patient care units, and by general hospitals
with mental health units. They are most often supervised
by a nurse or by a unit or team director after a period
of pre- and/or in-service training.
2. Mental health aides or assistants . These workers are
associated primarily with CMHC programs, performing
various duties idiosyncratic to the agencies for which
34
they work and to their own motivations and capabilities.
For the most part, their preparation is limited to in-
service or technical school training, and they work under
the direct supervision of professionals. These workers
became prevalent during the antipoverty programs of the
1960s and they are sometimes identified as "New Career"
workers
.
Alcohol or drug abuse counselors
. These workers are hired
almost exclusively by alcohol or drug abuse programs
which may be either independent of or integrated with
other mental health and rehabilitation programs. These
workers provide a wide variety of counseling and
supportive direct-care functions. Many also are
becoming middle managers and administrators of
programs. These workers often have had personal
experiences in alcohol and drug abuse.
4. Indigenous workers . This group of workers is similar
to peer counselors and self-help providers, described
below, but, as a group, has enough history and recog-
nition to warrant a separate category. These workers
are generally trained by professionals to provide
support and assistance to persons who have similar
demographic characteristics. They provide a variety
of counseling and behavior-changing services in mental
health programs or serve as advocates for clients of
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5 .
such programs.
Human service workers
. These workers are individuals
who have received one, two, or four years of formal
education and training, resulting in a certificate,
or an associate or baccalaureate degree. These
workers provide a wide variety of direct therapeutic,
general and community services on behalf of individuals,
groups, and families. Human service workers
.
the formal education and training programs that
prepare them, are the primary focus of this study.
^^cordingly, a more detailed description is
provided in Chapter III .
Npntraditional mental health worker caregivers
. Non-traditional
mental health worker caregivers can be distinguished by one of two
factors. Either they are unpaid workers or, if they are paid, they
work in nontraditional service programs or systems, ones that are
not federal, state, county, or city mental health programs. Many
of these workers have a masters degree or greater; some possess
professional degrees in other fields. The four groups described
below represent most nontraditional mental health worker caregivers.
counselors. These workers fall somewhere between the
traditional indigenous workers (discussed above) and self-
providers (described below)
. Some are paid workers
,
others are volunteers; all generally are trained by
professionals. They provide support and assistance to
36
people who have similar demographic characteristics. (For
example, the Continuum Center of Oakland University in
Michigan developed a program in which older men and women
served as group leaders in self-exploration programs for
elderly individuals [Waters, Fink, & White, 1976].) Peer
counselors also are used extensively in high schools and
colleges, in the belief that students are often more
responsive to counseling by their own age group peers,
with whom they share common values.
2. Volunteers
. While volunteers are certainly not a new
source of personnel, distinct differences exist between
earlier and contemporary volunteers, Signell (1979)
contends that contemporary volunteers want specific
experiences, such as the ex-client who knows what it
is like to suffer and wants to help others, or the
individual who is interested in a career in mental
health and wants experience, or the person who hopes
to find personal meaning and involvement in volunteer
work. In many instances, volunteers are highly trained,
experienced individuals who perform crucial duties for
mental health agencies.
3. Self-help or mutual-help group workers . This category
represents the largest informal sources of mental health
worker personnel providing mental health care. Riessman
(1979) estimates that 500,000 self-help groups exist
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in this country, typically focused on specialized ptograma
or goals (such as elimination of alcohol abuse). These
groups range from small, locally organized units to
worldwide associations, such as Alcoholics Anonymous,
whose membership reportedly exceeds 350,000. Although
there is a great variation in form and purpose among
the many groups, and therefore variations in the roles
of their workers, the following description characterizes
most of these groups:
Self-help groups are voluntary, small group
structures for mutual aid and the accomplish-
ment of a special purpose. They are usually
formed by peers who have come together for
mutual assistance in satisfying a common
problem, and bring about desired social
and/or personal change. The initiators
and members of such groups perceive that
their needs are not, or cannot be, met
by or through existing social institutions.
Self-help groups emphasize face-to-face
social interactions and the assumption of
personal responsibility by members. They
often provide material assistance as
well as emotional support; they frequently
are "cause*’-oriented and promulgate an
ideology or values through which members
may attain an enhanced sense of personal
identity. (Katz & Bender, 1976, p. 105)
4. Natural helpers . A vast array of spontaneous or natural
support providers also can be considered nontraditional
mental health workers. Family members, for example, are
the most common sources of social support. Many informal
neighborhood and community support networks also provide
assistance to those with personal problems. Caplan (1976)
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divides these informal caregivers into two types:
"generalists'* and "specialists." Generalists are skillful
in human relations and knowledgeable about the ways in which
care is provided in the community. They often are in
positions of high visibility, frequently coming in contact
with many people; they know what it is like to be in trouble
and how to go about finding help. Storekeepers, bartenders,
and hairdressers frequently serve as natural helpers. Less
visible generalist helpers, such as homemakers, also provide
assistance to a wide range of people.
In contrast, specialist caregivers are usually people
who have successfully confronted specific difficulties. The
specialists are not as publicly visible as the generalists
and are usually sought out by others who have similar
problems.
Natural caregivers may occupy crucial positions in
communities, representing a first line of assistance for
those in distress. The opportunity to contact an appropriate
natural helper may make the difference between effective
resolution of a stressful situation and prolonged frustration
and despair. With the decline of the extended family, the
roles of the natural helper in establishing and maintaining
interpersonal networks and support systems has become more
important. (In a few instances, entire communities have taken
on the roles of natural helpers. In the Missouri Foster
I
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Community Project, for example, citizens of several rural
towns organized community-sponsored programs to accept and
assist discharged psychiatric clients [Keskiner, Ulett,
Ruppert, Mullgardt, & Nurach, 1972].)
Additional roles for natural helpers are suggested by
the President's Commission on Mental Health recommendations
that community people become Involved in indigenous support
systems for needs assessment, ongoing program evaluation,
and in-service training activities for community mental
health center staff members.
Mental health worker roles and responsibilities
. Historically, the
introduction and development of mental health workers has been in
response to specific kinds of personnel needs. McPheeters (1979) has
developed a schema showing the organization of mental health workers'
service functions and the emergence of the occupational class. He
says that mental health workers' roles and functions are structured
(1) as aides to single professions
,
for example, social work and
psychology aides; (2) around specific tasks such as intake inter-
viewing and test administration; (3) around major functions such as
intake rehabilitation work; (4) around administrative arrangements ,
for example, as day ward aides and as night supervisors; and (5)
around total needs of a small group of clients—for example, the
developing generalist model.
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When the existing utUltatlon patterns of mental health workers
In a wide variety of mental health settings and locations are
examined (McPheeters, Benton, 5, Jacobs, 1979), they show how well
McPheeters’ schema has been actualized:
Hospital programs for the acute care of the mentallyill tend to use the medical model and make primary
use of fully qualified professionals of the traditional
kinds. Paraprofessionals-^ tend to be present in
custodial roles as aides to one or another of the
professions.
Specialized treatment units, such as children's,
geriatric, mental retardation, and alcohol and
drug abuse units are more likely to use parapro—
fessionals in generic models along with profes-
sionals. The overall treatment plan is decided
upon by the full team, but the execution is likely
to be assigned to individual members, including
paraprofessionals.
Mental health programs in cities and prosperous
suburbs are more likely to use primarily professional
workers and a sprinkling of paraprofessionals who
function as aides to professionals. This is not
true, however, of community mental health programs
in poverty or ghetto areas of the cities. In
poverty areas of the cities there are likely to
be paraprofessionals with generalist functions,
especially in satellite programs of the mental
health centers (Slater, Gordon, & Gordon, 1977).
Mental health programs in rural areas are likely
to make considerable use of paraprofessionals
than those with a heavy medical and psychiatric
orientation. These programs are also more likely
to work with chronically ill clients or with
mentally retarded persons than with the accutely
ill. The job orientation of the paraprofessionals
in such long-term care programs is more likely to
be that of the generalist.
3. The term paraprofessional as used in these quotes is synonymous
with mental health worker.
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Programs that work with clients in their own homes,foster homes, group homes, and neighborhood settings
make extensive use of paraprofessionals of the
generalist orientation. Professionals frequently
are not available to do this home visiting and
neighborhood travel which are both time-consuming
and expensive.
Large bureaucratic agencies tend to use professionals
and paraprofessionals in the professional aide model
while smaller and more innovative agencies frequently
use functional job titles and organization forms.
Thus, smaller community-based agencies seem to be
able to use both professionals and paraprofessionals
in more flexible ways (Slater, Gordon, & Gordon,
1977).
The literature suggests that mental health workers have been
used in virtually every kind of community and institutional mental
health and mental retardation program, including alcohol treatment,
mental retardation, child treatment, consultation and education,
day care, drug abuse, crisis and emergency, after care, in-patient
treatment for the mentally ill, screening, and custodial programs
(Sobey, 1970; Southern Regional Education Board, 1970; Young, True &
Packard, 1976).
The specific services performed by mental health workers in
these settings and programs are equally diverse. They include
diagnosis, counseling (individual and group) supervision of medication,
follow-up, transportation, intake, case conferences, referral, day-
center work, patient evaluation, public education and information,
community support, outreach, and recording (Gartner and Riessman,
1974; Hallowitz & Riessman, 1967; Kramer, 1977; Pattison & Elpers,
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1972; Siegal, 1973; Weed & Denham, 1961; Weidman, 1975).
In Sobey’s (1970) survey of contributions to service improve-
ment by mental health workers (both paid mental health workers and
unpaid volunteers), most agencies rated mental health workers’
contributions as "substantial." Categorized by area of service
improvement, these findings are presented in Table 2-3 (adapted from
Sobey, 1970, p. 159). Of special interest are reports that mental
health workers help other staff members gain new viewpoints on the
population served.
Young, True, and Packard (1976) conducted on-site interviews of
more than a hundred employed graduates of associate-degree programs
in the mental health and related human services fields. Both mental
health workers and their supervisors were interviewed. Table 2-4
is adapted from a more extensive table contained in their reports
(pp. 92—93). It Includes only the tasks from the original table
that 45 percent or more of the mental health workers reported
performing much or some of the time." As indicated, usually two-
thirds or more of the supervisors gave "excellent" or "good" ratings
to the mental health workers’ performance of these frequent tasks.
Also noteworthy is the wide range of activities performed by mental
health workers. Fulfilling the expectations of those who encouraged
greater use of mental health workers, these workers have proved
important in providing innovative mental health services
,
as documented
in Table 2-4. The nontraditional functions performed by mental health
services, are documented in Table 2-4. The nontraditional functions
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Table 2-3
Contributions by Mental Health Workers
to Improvements in Service
Impact of Mental Health Worker
Contribution on Specific Service
Improvement (given in percentage
of total responses)
Specific Service
Improvement Substantial Moderate
Slightly
or Not
at All
Total Number
of Project
Responses
Service initiated and
completed faster 54% 31% 15% 80
Able to serve more
people 59 32 9 127
New services provided 57 27 16 141
More professional
time made available
for treatment 45 31 24 106
New viewpoints gained
by project staff on
population served 53 31 16 135
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Table 2-4
Graduates’ Work Activities and Supervisors' Ratings
Task
Frequency with Which
Mental Health Workers
Report Performing
the Task Much or
Some of the Time
Frequency with Which
Supervisors Rate the
Mental Health Workers'
Performance as Good
or Excellent
Screening and Evaluation
Conduct intake interviews 54% 75%
Assist in gathering
information on the
patients' immediate
life situations 78 75
Record history/background
information 60 69
Make recommendations for
treatment, discharge
and follow-up 76 74
Direct Client-•Contact Activities
Individual therapy 74% 73%
Group therapy 68 64
Work with families of
patients 46 76
Motivate patients to
improve personal hygiene
with techniques such as
PET 62 73
Milieu therapy 62 73
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Table 2—4 Continued
Procedures and Records
Record Keeping 97% 71%
Scheduling appointments or
meetings 57 66
Participation in staff
meetings, treatment team
meetings, and so on. 99 75
Read patients' files, records 92 80
Advocacy
Serve as spokesperson for
patient in dealing with
treatment staff 92% 79%
Help patients obtain legal,
financial, or other treatment
or educational assistance 84 77
Community Adjustment /Liaison
Aid patients and families
on discharge 46% 82%
Report back to treatment
team on patients' progress 59 77
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performed by mental health workers much or some of the time Included:
isotlvating patients to Improve personal hygiene (62 percent)
; milieu
therapy (62 percent)
; serving as spokespersons for patients In dealing
with treatment staff (92 percent); helping patients obtain legal,
financial, or other treatment or educational assistance (86 percent);
aiding patients and families on discharge (46 percent)
; and reporting
back to treatment team on patients' progress In the community
(59 percent).
Sobey (1970) also commented on the innovative functions performed
by mental health workers:
Quite disparate opinions have been confidently expressed
about the impact of nonprofessionals in mental health
work. These have ranged from the claim that non-
professionals are taking over most of the professionals'
tasks to the other extreme— that nonprofessionals
are only being given the most routine, menial tasks
which professionals wish to be rid of anyhow. There
is no evidence to support either extreme contention.
Rather nonprofessionals, to a highly significant
degree, are engaged in new roles and functions not
previously performed by either professionals or
nonprofessionals. And, many of these roles are
therapeutic in nature, (p. 97)
Sobey presents data, such as that in Table 2-5 (adapted from Sobey,
1970, p. 104), to substantiate her contention that mental health
workers (1) perform a wide variety of roles and (2) are more likely
than professionals to perform various newer roles. These newer
roles include caretaking; guiding social relationships, activity
groups, and milieu therapy; and retraining in special skills and
tutoring. Professionals are more likely to provide the following
somewhat more traditional services: individual and group counseling.
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Table 2-5
Project Distribution Showing Differential
Performance of Functions
Functions Performed (in 185 projects)
Functions
Mainly Mainly Equally
by M.H.W.s by Profs. by Both
Caretaking (for example, ward
and day care) 37 5 12
Socializing relationships
(individual or group) 36 17 32
Activity group therapy 27 14 21
Tutoring 25 10 6
Milieu therapy 22 17 20
Facilitate access to community
services 22 22 13
Individual counseling 19 35 25
Reception orientation to service 18 13 25
Retraining (special skill
functions) 18 5 4
Resource finding (home, job) 17 22 11
Group counseling 15 27 24
Other special skills 14 3 5
Other therapeutic functions 12 2 6
Case finding and facilitation
of access to project service 11 17 22
Screening (nonclerical) 11 32 17
Community improvement 10 11 3
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case finding and facilitation, and nonclerical screening.
A more recent study of 812 professional and mental health workers
in seventeen Community Mental Health Centers (CMHCs) in seven states
indicates that the direct service functions performed by mental health
workers are both complex and consume significant amounts of worker
time. In this survey, the functions performed largely by mental health
workers include intake, emergency help, diagnosis and evaluation,
patient support, treatment planning, therapy, referral, and follow-up.
The functions performed least, or not at all, were physical health
services, training, administration, research consultation, education,
and primary prevention. These functions were performed most of the
time or all the time by professionals in the four core disciplines
(Steinberg, et al.
,
1976).
The major conclusions, however tentative and suggestive, that
can be drawn from the data on the utilization patterns of personnel
in the mental health field are that a high percentage, if not most,
of the direct treatment service contributions are or could be
performed by mental health worker personnel, and that a more
appropriate role for professionals could be as direct service
consultants, trainers, supervisors, planners, researchers, and
administrators. A 1976 study suggests that such a redistribution
of functions between professionals and mental health workers
presently exists:
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Increase in education is associated with higher
percentages of functions in the treatment area
(up to a certain level—bachelor's degree)
. After
the bachelor's level, increasing education is
associated with a higher percentage of functions
in the nontreatment areas. (Steinberg, et al..
1976, p. 223)
How Effective are Mental Health Workers ?
Numerous studies have been made of the effectiveness of mental
health workers, as a group, in the field of mental health. However,
few well-designed research efforts in this area have differentiated
the various types of mental health workers providing the services or
the particular service or goal to be evaluated, which makes an
accurate assessment difficult. For example, in a review of more than
300 relevant studies, Durlak (1973 & 1979) found only 14 that used
experimental methods he considered appropriate to assess the
therapeutic effectiveness of mental health workers in comparison to
professionals
.
Despite these shortcomings in the research base, numerous
reviewers have concluded that mental health workers can and do provide
effective mental health services. (See, for example. Brown, 1974;
Cohen, 1976; Gartner, 1971; Gartner and Riessman, 1977.) In 12 of 13
studies, Karlsruher (1974) found that mental health workers were able
to aid adult residents of psychiatric facilities change their behavior.
In all of the 14 studies examined by Durlak (1973) mental health
workers' results were significantly better than or equivalent to
those of professional workers.
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These studies reveal that mental health worker caregivers are
capable of providing effective mental health services under certain
conditions. Methods of selection, training, supervision, and
utilization, for example, apparently influence mental health workers'
effectiveness but the mechanisms of action and interaction are still
not adequately understood.
In Sobey's (1970) survey of 185 NIMH-sponsored mental health
programs, which together employed more than 10,000 mental health
worker and volunteer workers, a sizable percentage of all of the
major functions of the projects were performed by mental health
workers. The project directors viewed the work of these mental
health workers quite positively (Table 2—3)
; they saw mental health
workers as contributing in both traditional and innovative areas of
service. In fact, 54 percent of the project directors reportedly
preferred to use mental health workers to perform tasks that had
previously been handled by professional workers.
In the following sections, a summary is provided of research
assessing the performance and impact of mental health worker care-
givers along several important dimensions. Also the literature
related to the impact of mental health work on the mental health
workers themselves is summarized.
Studies describing mental health workers performing tasks traditionally
performed by professionals . During the mid-1960s, when the mental
health worker concept was just beginning to gain recognition, mental
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health workers were believed able to assume some routine duties,
leaving professionals more time to spend on the specialized
activities for which they were trained. Today, it is generally
acknowledged that mental health workers can effectively perform the
routine tasks (Gartner, 1971; Sobey, 1970), and it has also been
suggested that mental health workers can perform skillfully some of
the more sophisticated functions previously considered to be within
the exclusive domain of highly educated professionals. For example,
Liberman and True (1978), in a study conducted at mental health
centers and clinics located in various sections of the country, found
that outpatients receiving short-term psychotherapy from workers other
than the four core disciplines (psychiatry, psychology, social work,
and nursing) showed significant improvement during the ten-week
treatment period. In addition, clients treated by mental health
workers demonstrated as much improvement as those treated by pro-
fessional therapists.
Mental health workers as social support providers . Today, there is
growing recognition of the importance of social supports or support
systems for mental health (Killilea, 1976). The notion of providing
support for individuals in crisis or for those who are severely
disabled is rapidly gaining acceptance at both the grass-roots and
public policy levels. Virtually all groups characterize themselves
as providing personal and social support (Caplan & Killilea, 1976;
Katz & Bender, 1976). Cobb (1976) observes, in his review of studies
related to social support as a moderator of life stress:
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The conclusion that supportive interactions among
people are important is hardly new. What is new
is the assembling of hard evidence that adequate
social support can protect people in crisis from
a variety of pathological states; from low birth
weight to death, from arthritis through tuberculosis
to depression, alcoholism and other psychiatric
illnesses (p. 303)
Although social support is not a panacea, Cobb concludes that the
favorable evidence is strong enough to warrant giving serious
attention to this concept. Social support apparently contributes
meaningfully to personal well-being, and mental health workers
frequently provide this support as part of the mental health service
delivery system.
Mental health workers and innovation
. Mental health workers have
sometimes been divided into two categories: the "old” mental health
worker who has had limited training and generally works in a hospital
setting, and the "new" mental health worker who works in a community
mental health center or other outreach-oriented agency (Gartner, 1971).
The work of both of these groups has been evaluated.
One of the earliest and best designed studies of the old-type
mental health worker was conducted by Ellsworth (1968) . Comparing
hospitalized male schizophrenics who were treated by psychiatric aides,
Ellsworth found that the patients served by the mental health workers
had a greater percentage of discharges to the community and a lower
rate of return to the hospital during the two and one-half years of
the project. Both acute and chronic patients treated by mental health
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worker psychiatric aides also had post-experiment scores significantly,
better than control group patients.
The new mental health workers have performed a wide variety of
functions, many of them innovative. Services have ranged from
prevention, early detection, and treatment activities to the care
and support of chronically disabled clients in the community. They
have delivered direct services to children and adults, served as
liS’isons between communities and mental health agencies, and provided
consultation and education to both consumers and agencies.
The multiplicity of evidence derived from a great variety
of sources, stemming from different investigative
biases, and using diverse methods and indexes, leads
to the conclusion that paraprofessionals^ play an
important role as treatment agents and contribute
to the improved mental health of clients and patients
in highly significant, often unique, ways. (Gartner,
1971, p. 52)
The new mental health workers are also active in self-help and
mutual-help groups. Despite a paucity of research and the tendency
of some self-help groups to exaggerate their size, influence, and
helpfulness, Katz and Bender (1976) concluded that many member-
participants have clearly benefited from their association with these
groups. These reviewers also found that self-help groups have played
a role in liberalizing public attitudes toward specific problems, in
stimulating research and professional training, and in promoting
relevant legislation.
4. The term "paraprofessional" as used in this quote is synonymous
with mental health worker.
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Assessment of volunteers’ effectiveness poses research problems
similar to those for self-help groups. The methodological problems
in measuring their effectiveness are numerous, and the well-controlled
studies are few. However, in one study of student volunteers working
with chronic patients in a large Massachusetts hospital, Greenblatt and
Kantor (1962) compared a ward of regressed and apathetic patients
served by the volunteers with a ward that was not so served. The
researchers found that, after a two-year period, patients on the
volunteer ward were considered to be less withdrawn and less dis-
organized and appeared to be more active than their counterparts on
the control ward. In another segment of the same program, college
students working as case aides with hospitalized chronic patients
managed to achieve a 20 percent hospital discharge rate, even though
the patients had been hospitalized for at least five consecutive years
and were considered by staff to be poor candidates for release.
Several studies have found that volunteers who are mothers are effec-
tive psychotherapists and counselors with adults and children (Cowen,
1968; Magoon, Golann, & Triiman, 1969). Positive evidence also exists
for the effectiveness of retired persons (Cowen, Leibowitz, &
Leibowitz, 1968; Johnston, 1967), parents (Stover & Guerney, 1967) and
former patients (Fairweather, Sanders, Cressler, & Maynard, 1969) as
mental health volunteers. In his review of mental health volunteers
as change agents, Siegal (1973) found enough methodologically adequate
studies to permit a conclusion that volunteers have been therapeuti-
cally effective in a variety of settings.
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Personal impact on the mental health workers
. The "helper" therapy
principle (Riessman, 1965) describes the positive benefits (enhanced
self-esteem and increased competence) that many mental health workers
receive (Gartner, 1971; Katz & Bender, 1976). A recent review of
mental health worker programs concluded, however, that mental health
workers seem to undergo significant personal changes as a result of
their work experience, but that these changes are not always positive
(Cohen, 1976). For example, one Investigation of attitudes in
community mental health centers found that the lack of a clear
identity among mental health workers working on mental health teams
tended to lower their morale (Block, 1974) . Inadequate supervision
and a lack of reinforcement from other workers have produced apathy,
discouragement, and cynicism (Cohen, 1976).
However, in exemplary mental health worker education and training
programs, personality growth does occur (Alley and Blanton, 1976b).
The changes are especially impressive when viewed in context. Most
of the mental health worker trainees in the programs studied were
members of minority groups, former welfare recipients, or former drug
and/or alcohol abusers. They began as trainees with low opinions of
themselves, distrusting their ability to carry out the work for which
they were to be trained. The majority of trainees subsequently
developed feelings of self-worth, confidence in dealing with the
social and occupational world, and the ability to take initiative in
structuring their own work. The degree of personal growth that
occurred was positively correlated with the following program features:
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(1) open, less bureaucratic, smaller, or newly growing settings;
(2) higher levels of interpersonal contact among the trainees; (3)
higher levels of personal support from the training staff; and (4)
a lack of extreme disparity between the goals of the training program
and the accomplishments that would subsequently be attainable by
the trainees (Alley & Blanton, 1976b).
The economy also has had an impact on mental health workers. One
of the hallmarks of the mental health worker programs of the 1960s was
the introduction of indigenous workers. Many of these workers came
from low-income and minority backgrounds, and one of the goals was to
provide them with meaningful and satisfying employment. When the
economy began to weaken in the early 1970s and human service jobs
became scarce, these mental health workers began to find it difficult
to compete with more highly educated middle-class workers.
In regard to the question of career advancement, the evidence
is mixed. Some studies have shown that indigenous mental health
workers infrequently advance along the educational career ladders that
were promised originally (National Committee on Employment of Youth,
1975; Ruiz, 1976). On the other hand, for mental health workers who
have been stuck in dead-end jobs, training programs have helped
workers move into career ladders with genuine opportunities for
upward mobility. However, as Alley and Blanton (1976) have observed,
those who were recruited into these programs were more likely to be
educated, trained, and experienced, thereby precluding the possibility
of providing careers for a wider range of indigenous persons.
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Summary
This chapter highlighted significant conceptual, legislative and
programmatic developments impacting on the entire mental health worker
field. The service contributions, utilization patterns and effec-
tiveness of mental health workers were discussed and some of the more
significant contemporary issues facing the mental health worker field
were documented. Of special importance, a broad, overarching
definition of the term "mental health worker" was introduced, and many
different types and kinds of mental health workers, incorporated
within that definition were presented. Collectively, these groups
of workers constitute the mental health worker field; one specific
group, the human service worker, was identified as the focal group
in this study.
chapter III
THE EDUCATION AND TRAINING OF HUMAN SERVICE WORKERS'history and current status
This chapter concentrates on humn service workers^ and the
education and training programs that prepare them for work in mental
health and human services. The first section Is an historical over-
view of major developments in the preparation of human service workers
with an emphasis on programs sponsored by the National Institute of
Mental Health (NIMH). The "generalisf concept, which has guided the
development of many worker education programs, receives particular
scrutiny. The second section presents a survey of the current,
national, education and training system for human service workers,
including a comprehensive analysis of 305 programs in two- and four-
year colleges, and descriptions of certificate, associate, and
baccalaureate levels of training.
Ma^or Historical Developments
The report of the 1961 President's Joint Commission on Mental
Illness and Health had a major impact on this country's mental health
delivery system. Two crucial results were the deinstitutionalization
of mental health care, and the development of community-based mental
5. Synonymous terms include: Community Mental Health Technician,
Human Service Technician and Mental Health Technologist. For
continuity, the term human service worker will be used throughout
this paper, except in specific instances where another term is more
appropriate.
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health services (Bloom, 1977a). The 1963 Mental Retardation
Facilities and Community Mental Health Centers Construction Act,
(PL 88-] 64), and its subsequent amendments provided the impetus for
construction and operation of community-based facilities.
The personnel supplement to the Joint Commission’s report
predicted that the United States could not hope to meet its mental
health service delivery needs using only traditional professionals
in traditional ways. Therefore, the education and training system
would have to be substantially revised and expanded (Albee, 1959).
As a result, a national college-based system was developed to train
human service workers.
A precedent for the involvement of colleges in human service
training already had been set by the U.S. Office of Education, the
Office of Economic Opportunity, and the U.S. Department of Labor.
In 1965, the Experimental and Special Training Branch of NIMH began
to encourage community colleges to train human service workers. Its
initial endeavor was to fund a Mental Health Technicians program at
the Fort Wayne, Indiana campus of Purdue University (NIMH Training
Grant, 1965). To assess the wider applicability of the Purdue program,
NIMH sponsored a 1966 conference to define personnel needs in more
specific terms, consider some of the elements of training, and
explore possible directions for training Human Service Workers (SREB,
1970).
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By 1967, seven conmunlty college-based programs had been funded,
or were in various stages of development:
. Purdue University. Fort Wayne, Indiana (Extension Program)
. Daytona Beach Junior College, Daytona, Florida
. Metropolitan State College, Denver, Colorado
. Sinclair Community College, Dayton, Ohio
. Jefferson State Junior College, Birmingham, Alabama
. Community College of Philadelphia, Philadelphia, Pennsylvania
. Greenville Community College, Greenville, Massachusetts
In addition, a variety of non-federally funded, experimental and
demonstration programs were developing. In Maryland, for example, the
State Department of Mental Health worked out a cooperative plan with
the state s community colleges to provide financial assistance for
trainees, practicum opportunities in state institutions, commitments
for jobs upon completion of training, and included career advancement
opportunities (Vidaver, 1969)
.
Illinois, a new civil service career series was adopted in
1965. This new career series, Mental Health Program Workers
, was
developed in response to growing concern that the traditional mental
health disciplines were not adequately prepared to meet new service
demands as the field changed from a custodial to a social-cultural
model of care. As an alternative, a "generalist" approach would
provide a fuller range of inpatient and outpatient services, and
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could be practiced by existing hospital staff, new mental health
workers, and traditional professionals In the new civil service
worker series (Dobbs and Dorgan, 1970).
The NIMH continued to support the Southern Regional Education
Board (SREB) of Atlanta, Georgia, begun in 1968, and the Western
Interstate Coinmission on Higher Education (WICHE) of Boulder, Colorado.
These two organizations, initially independently and later together,
helped promote and implement human service worker programs within
their respective regions. Their efforts achieved well established,
close working relationships with key personnel in the community
college system and with various State Departments of Mental Health.
The NIMH-funded SREB project, originally was intended to promote
human service worker programs in southern community colleges, in order
to meet regional manpower shortages (SREB, 1973). In 1971, the 14
southern states working with SREB had 27 programs in operation (SREB,
1970). As more and more colleges offered associate degree human
service programs, SREB began to assist in curriculum development,
coordination, between the colleges' programs and service agencies,
career ladder development, enhancement of employment opportunities
for program graduates, and the evaluations of students, programs and
graduate roles and functions within the various service agencies.
This assistance was provided directly to individual projects through
formal presentations at national and regional professional meetings
and through workshops and seminars. As a result of these and other
activities, SREB developed an extensive, widely distributed series
of publications.
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In 1970, NIMH formalized the Experimental and Special Training
Branch's pilot activities by giving approval to target $1 million
specifically for the training of associate degree human service
workers. Two kinds of support were available through formal grants:
for new programs, four-year support for development and implementation
(up to $40,000 for the first year, and up to $25,000 for each
succeeding year) ; for existing programs in need of revision or
updating, up to $15,000 anually, for four years. This NIMH support
program continued from 1970 to 1976, During this period, sixty
programs received direct grant support, and many others were aided
by the technical assistance activities of SREB and WICHE (Simon, 1974).
One final, major, developmental initiative supported by NIMH was
a five-year grant to the Center for Human Service Research at Johns
Hopkins University. Through this project, research was conducted on
the associate degree human service worker education and training
programs (True and Packard, 1974; True, Young and Packard, 1974) and
on the employment and work activities of human service workers (Young,
True and Packard, 1976). At the same time, a number of other
researchers were describing the development, growth and characteristics
of these new programs (Baker, 1972; Danzig, 1970; Hadley, True and
Kepes, 1970; Kurland, 1970; Vidaver, 1972; and Wellner and Simon, 1969).
The mixture of NIMH support, regional technical assistance
organizations, new and expanded training programs, evaluation programs.
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and active publication efforts, together with the ongoing growth
of the community college system, combined to make the education of
human service workers a significant component of mental health worker
personnel development.
The generalist concept
. The pioneer efforts to develop a new kind of
mental health worker, a human service generalist, were aimed at
defining and training new types and levels of personnel in new and
different ways for new and different services (Albee, 1959). "We
must train for innovation—training for traditional sub-units of
existing professions should be avoided and give way to innovation and
changing needs" (Cowen, Gardner, and Zax, 1967, p. 441).
The generalist concept was incorporated in the early planning
for the human service worker program at Purdue University:
Two points must be emphasized at the outset. First,
the Purdue program for the training of Mental Health
Technicians is not a training program to train
psychological assistants, or, for that matter, any
other kind of assistant. It is a program to prepare
generalists who may perform a variety of functions.
Second, it is not a program developed primarily
because of shortages of professional personnel
although, as will be seen, manpower problems
entered into its conception. We are training
persons who we believe can perform some functions
better than professionals
,
and we are not training
persons simply to do the things professionals don’t
have the time to do or don’t like to do (Hadley
and True, Undated, p. 1).
This program impetus evolved from three intersecting needs and
interests: (1) a need for better trained staff to fill mid-level
positions; (2) Purdue had been requested to expand its course offerings
b
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into the mental health/human service area and to move away from its
dependence upon technical training (electronics, aviation, etc.);
and (3) the Director of Training in Clinical and Counseling
Psychology, in the Department of Psychology, was professionally
interested in developing new knowledge about mental health worker
characteristics and their relationship to effective performance
(Hadley, True and Kepes, 1970, & Alsobrook, 1967).
Although the originators of the Purdue program wanted to train
a new type of generalist worker, they were unsure of the ways to
proceed.
In effect, we propose to prepare a new and unknown kind
of worker for a non-existent job, to provide him (sic)
with unknown attitudes and skills, and we have no idea
how they might be trained (Hadley and True, Undated, p. 3).
Initially, the Purdue program, and six other NIMH-funded pilot
programs, moved forward without a clear understanding of the desired
characteristics of the new type of worker, the kinds of educational
experiences to provide, the types of agencies in which the workers
might find employment, or what students would do after graduation
(Coler, 1975).
One of the earliest efforts to clarify and guide the field, in
retrospect, was one of the most significant, was undertaken by the
Southern Regional Education Board. Funded by the NIMH promotion and
technical assistance grant, SREB conducted a symposium on personnel
utilization issues in mental health "to determine appropriate roles
and activities for various levels of human service workers" (SREB,
1971).
Il
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The SREB report provided a rationale, a description, and greater
for the generalist concept:
When one starts from the viewpoint of the client or
family
,
what is needed is not more professional or
sub-professional specialists, but more generalists.
The fragmentation by specialists (14 or more in mental
hospitals) and by agencies (i.e., in-patient units,
the clinic, the rehabilitation center) is already
too much for most clients or families to contend
with. Poor people, sick people, and disadvantaged
people do not have the cultural, psychological, or
educational resources to thread their way without
guidance through the tangle of agencies, procedures,
regulations, restrictions, and expectations in the
complex mental health services delivery system.
They do not need more finely sub-specialized
technicians who work within a narrow range of
highly developed skills— they need a single
individual they can trust and who can help them
to contact and work with the many specialists
and agencies now available.
Thus, (the symposium participants made) the
recommendation that the highest priority of
rationales for clustering of tasks and activities
into jobs be 'target groups of persons.' These
target groups may be individual clients, families,
small groups of clients, or a single neighborhood
or community. This is the notion of the generalist.
His primary focus is on meeting all of the needs
of the target persons either directly or indirectly.
Therefore, a generalist has the following
characteristics
:
1. The generalist works with a limited number
of clients or families (in consultation
with other professionals) to provide 'across
the board' services as needed.
2. The generalist is able to work in a variety
of agencies and organizations that provide
mental health services.
3. The generalist is able to work cooperatively
with any of the existing professions.
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4. The generalist is familiar with a number of
therapeutic services and techniques.
The generalist is a * beginning professional’
who is expected to continue to learn and
grow. (SREB, 1971)
Comparisons between a generalist and a specialist were drawn;
The differentiation between the generalist and the
specialist is not here conceived to be simply on
the basis of a division of labor, which is the
usual criterion, but rather in a substantially
altered focus of concern. We see the generalist
as a person whose major concern is with a client
or family or community and all of their problems,
whereas the specialist has his major focus in a
specialized skill or activity. The generalist
helps the client or family or community to see
all aspects of the problems—medical, psychological,
social, economic—and to appreciate the alternatives
and to follow through in whatever decision is made.
The specialist is much more concerned with giving
advice in his area of expertise and in applying
whatever skills and procedures are appropriate
to his specialty, than with all aspects of the
client’s problems. To a considerable extent the
generalist is people-oriented while the specialist
is procedure or pathology oriented. (SREB, 1971,
pp. 9-10).
The generalist’s role . Initially, the ambiguity surrounding the
generalist concept affected the definitions of the human service
worker's roles and the design of associate degree education programs.
Such ambiguity was tolerable during the pilot training efforts,
because enrollees/students would not be ready for employment for two
or three years after the programs began. As the number of graduates
increased, however, so did the problems in the marketplace—problems
of job location, workers’ roles and responsibilities, conflicts
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between existing personnel and new workers. Increased attention had
to be given to post-graduation issues.
Role definitions and employment issues were concerns for the
field as well as for the organizers of the few pilot programs. One
observer characterized the new workers as role models for patients in
a therapeutic community (Coler and Bloomberg, 1971) ; a hospital
systematically identified tasks for the new workers (Gilpatrick, 1968;
Gottesfield, Rhee and Parker, 1970). These and other efforts defined
a variety of new roles, such as health care team member, community
liaison, outreach worker, for generalist mental health workers within
both hospital and community services (Coler and Bloomberg, 1971).
The SREB symposium report, mentioned previously, also provided
a role definition and a utilization scheme for several levels of
human service workers. Its central hypothesis was that all levels of
workers could function as generalists. It proposed a three-step
process
:
(1) identifying and describing the needs and problems
of clients, (2) determining what tasks and activities
should, be carried out to meet these needs, regardless
of who carries them out, or whether they are being
carried out at all, and (3) deciding on logical
groupings of activities for assignment to single
jobs and to various levels (SREB, 1969, p. 6).
SREB proposed this approach because it potentially identified new
service requirements and, thus, innovative functional work roles and
activities. An alternative, job factoring approach, which matched
existent roles and functions with clients' needs, was seen as
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bound by traditional service practices and utilization strategies and,
consequently, more limited (SREB, 1969).
The concept of functional roles emerged because meaningful jobs
could not be developed from specific tasks and activities. "Too often
the same specific task or activity is performed in the human services
for very different purposes." Functional roles were derived by
clustering those tasks and activities which were directed toward
accomplishing an objective.
Thirteen function roles were described:
T* ^^breach (human link) worker—
—reaches out to detect
people with problems
,
to refer them to appropriate
®®bvices and to follow them up to make sure they
continue to their maximum rehabilitation. This
role is only rarely played in mental health
programs today.
2. Broker helps people get to the existing services
and helps the services relate more easily to
clients.
3. Advocate—pleads and fights for services, policies,
rules, regulations, and laws for clients.
4. Evaluator—assesses client or community needs and
problems whether medical, psychiatric, social,
educational, etc. This includes formulating
plans and explaining them to all concerned.
5. Teacher-Educator—performs a range of instruc-
tional activities from simple coaching and
informing to teaching highly technical content
directed to individuals or groups.
6. Behavior Changer—carries out a range of
activities planned primarily to change
behavior, ranging from coaching and
counseling to casework, psychotherapy,
and behavior therapy.
I
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7. ^blllzer^
-helps to get new resources for clients
or communities.
8. Consultant—works with other professions and
agencies regarding their handling of problems,
needs
,
and programs
.
Community Planner—works with community boards,
committees, etc., to assure that community
developments enhance positive mental health
and self and social actualization, or at least,
minimized emotional stress and strains on
people.
10. Caregiver
—
^provides services for persons who
need ongoing support of some kind (i,e.,
financial assistance, day care, social support,
24-hour care)
,
11. Data Manager—performs data handling, gathering,
tabulating, analyzing, synthesizing, program
evaluation, and planning.
12. Administrator—carries out activities that are
primarily agency or institution oriented rather
than client or community oriented (budgeting,
purchasing, personnel activities, etc.).
13. Assistant to Specialist— this role is kept
in since there is undoubtedly some need
for aides and assistants to the existing
professions and specialities (SREB, 1969, pp. 29-30).
Insofar as possible, human service worker generalists address
the multiple needs of the clients with whom they work. The clients
may be individuals, families, small groups of individuals with similar
needs, or a neighborhood or community. The roles and functions
described above might be performed on behalf of any of these target
groups. S3rmposium participants recognized that it might not always be
possible to organize a complete job according to the generalist
concept. In such cases, they recommended that priority be given to
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organizing jobs by objectives, combining as many roles as possible
to clients' needs as fully as possible. Finally, they recommended
against organizing jobs around any single roles described above,
around specific tasks or activities, or around work specifically
assigned to existing professions. They believed such arrangements
would be antithetical to the generalist notion, would produce a
regression to sub-specialization, or would encourage absorption of
generalists by existing professions rather than fostering development
of a new type of worker filling new and different roles (SREB, 1969).
Education and training programs
. The above review identifies the
important themes that underlie training strategies for generalist
human service workers. Translated into programmatic activities,
training includes classroom and experiential education in both
traditional foundation" courses and in courses directed toward a
generalist role. It includes relatively few clinical courses, in
favor of community-focused courses, and it emphasizes early contact
and work with clients in ongoing service situations. The literature
describing programs designed to train and educate human service workers
reveals considerable similarity among all programs.
The pioneer program in associate-level human service worker
education at Purdue University had three primary emphases. The first
was on didactic and general education courses—regular college courses
that were part of the minimum requirements for the associate degree,
and courses concerned with mental health programs and ideology. The
second emphasis was on early, intensive experiences in person- to-
k
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person ^nd group activities,, Students were required to spend
approximately six hours per week in practicum activities during the
regular school year. Third, participation was required in a four-
semester sequence of experience-based learning, including sensitivity
training or T—groups
. All students also had to be engaged in a
summer program of intensive experiences in an ongoing mental health
facility (Hadley, True and Kepes, 1970).
In most of the programs surveyed the curriculum contained a
balance among four types of offerings (McPheeters and Baker, 1969):
1. Basic liberal arts courses (English, history, etc.),
2. Basic behavioral science courses (psychology, sociology),
3. Courses in mental health techniques, and
4. Field experience.
Programs varied in their field experience requirements, although most
program planners started field experience early in the program,
feeling that it was extremely important for students to work with
people throughout the training program. In general, surveys have
shown that the programs have a balance among the four areas listed
above (Lubetkin, 1968; McPheeters & Baker, 1969; Wellner & Simon,
1969).
Considerable attention was focused on interpersonal skills,
student self-awareness, and classroom discussion of the students'
personal observations and feelings. One distinguishing feature was
the emphasis on courses that required active student participation
group learning seminars, sensitivity training sessions, and practicum
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analysis experiences-with the goal of helping students to work
objectively and effectively with other people. The Mental Health
Technicians program developed in Maryland is an example (Vidaver,
1969).
First Year
First Semester Credits
English Composition 3
Public Speaking 3
Introductory Psy-
chology 3
Introductory Socio-
logy 3
Humanities 3
Physical Education 1
16
Second Semester Credits
Expository Writing 3
Psychology of
Personality 3
Contemporary Social
Problems 3
Group Diagnosis 3
Field Work in Mental
Health 4
Physical Education
_JL
17
Second Year
First Semester Credits
Biology 4
Child/Adolescent
Development 3
Activity Therapies 3
Elective 3
Advance Elective
(social science)
_3
16
Clearly, the intent is to give s
Second Semeste r Credits
Anatomy and Physio-
logy 4
Abnormal Psychology 3
Humanities Elective 3
Field Work in Mental
Health 4
Research/Thesis
_3
17
broad, rather than
concentrated, experience. For example, the eight credit hours of
Field Work in Mental Health in the above curriculum include two hours
of lecture and six hours of field work. In a single semester, this
course provided exposure to cross-cultural studies on human adaptation.
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historical perspectives on mental health, techniques of observation,
recording and interviewing, ethical considerations in working with
clients, mental health roles, and patient roles.
Size of the education progras^
. In September 1968, nine colleges had
human service worker programs. By September 1969, an estimated 27
programs were operating (McPheeters and Baker, 1969).
In August 1970, SREB, the Alabama Mental Health Department, and
Jefferson State Junior College co-hosted a planning workshop to review
developments in the field. The workshop report stated that "All of
the junior colleges that have developed mental health programs in
the South, and a majority of the programs in the nation, have
stated that they are educating a generalist in the mental health
field."
The SREB's 1970 Status Report: Community College Mental Health
Worker Programs in the South reported 59 active programs in the
nation. 27 in the South, 24 in the Northeast, 20 in the Midwest, and
13 in the West. An additional 37 were planned for 1971, and 15 more
for 1972. Within the state of Florida, for example, two training
programs were under way
,
three were scheduled to begin that year and
five other programs had expressed an interest in developing a human
service worker curriculum. Nationally, financial support for the
programs came from general college funds, local and state sources;
a few were supported by NIMH.
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A survey of programs In the South Indicated that the mean class
was 19 with a median of 15. Twenty percent of the freshman class and
18 percent of the sophomore class were male.
In academic year 1969-70, these southern college programs
graduated 84 students. Of these, half had found full-time jobs in
mental health related work, and an additional seven percent found
part-time work.
Characteristics of education programs
. A 1974 study of seven
generalist mental health worker training programs at the associate
level found:
1. Administratively, programs were organized as separate
departments or functioned as a discrete section of a
pre-existing department.
2. Program directors had considerable freedom in setting
up their curriculum, although the final authority
rested with a curriculum committee.
3. Most programs trained their students in an active
mental health setting.
4. None of the programs had difficulty attracting
candidates
.
5. All directors had a screening process—usually an
interview process to weed out potentially undesir-
able students.
6. The majority of students were young white, middle-
class women. Program directors reported that
initially a significant number had been older
women whose children were partially or completely
raised, but in most programs the proportion of
such women had declined.
75
7. Deans of the colleges typically were well Informed
about the program. They tended to rank it as
slightly less important than other allied health
programs—
-nursing, for example—and expressed
concern about the availability of jobs for
graduates. (These concerns seem justified in
light of a SREB survey showing that a majority
of human service worker training programs had
trouble placing graduates in suitable jobs).
8. Faculty was interdisciplinary. Some were program
graduates working as volunteer or part-time
faculty members.
9. Changes in program design since inception re-
flected a tendency to broaden program goals
toward a human service or community services
approach such as special education, work in
the corrections field, etc. (True, Young,
and Packard, 1974).
The issue of jobs after graduation is often raised but rarely
studied directly. In 1976, 138 graduates and 91 supervisors were
interviewed in a random sample of graduates from 20 programs in 10
states. Interviews revealed that:
1. Seventy-five percent of the graduates were
employed in mental health or human services
;
2. The work settings were diversified: state
hospitals (40 percent), mental health
centers (30 percent), mental retardation
centers (11 percent), schools (4 percent),
and other mental health/human service settings
(15 percent)
;
3. About 80 percent indicated they worked as
part of a team;
4. About 30 percent were dissatisfied, indicating
menial or nonchallenging work; however, 90
percent indicated good relationship with
others in their work setting;
5. Twenty percent were going to school for further
education toward a degree (Young, True and
Packard, 1976).
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Description of Current Human Service Education Program..
The total number of college-based programs operating nationally
is not known. From Information provided by the National Institute of
Mental Health, college directories, national mental health worker
organizations, national organizations of community colleges, regional
educational agencies, such as WISCHE and SREB, and the Directory of
-
^ree Granting Programs In the Human Services
. (Gartner, 1975), it
Is estimated that 524 programs are In operation. Of these, 252 are
in four-year colleges and universities, and 272 are In community
colleges. These numbers do not Include programs in non-college
settings, such as hospitals, state Institutions, or community mental
health centers, or those run by states or community groups. Programs
are found In all states, except North Dakota, as well as In Puerto
Rico, the Virgin Islands and U.S. Territories.
Survey returns. The present study Is based on 305 responses to a
national survey of 524 education programs In two- and four-year
colleges. Table 3-1 lists the estimated total number of programs and
the number of respondents In the survey by state and by setting (four-
or two-year colleges). Four states did not respond: Arkansas, Alaska,
Nevada, and Wyoming. These states had few programs; one program was
known to exist In Wyoming, two In Nevada and one in Alaska. Hence, 45
of the 49 states with programs are represented. Almost all states
had at least one four-year and one two-year college program; most
states had several four- and two-year college programs represented.
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
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Table 3-1
Survey Respondents: Location by State
and Return Rate
State
Alabama
Arizona
Arkansas
Alaska
California
Colorado
Connecticut
Delaware
District of Columbia
Florida
Georgia
Hawaii
Idaho
Illinois
Indiana
Iowa
Kansas
Kentucky
Louisiana
Maine
Maryland
Michigan
Massachusetts
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada
New Hampshire
New Jersey
New Mexico
New York
North Carolina
Ohio
Oklahoma
Oregon
Pennsylvania
Rhode Island
Number of
Programs
2-Yr Total
2 5 7
^ 3 7
5 1 6Oil
36 17 53
9 3 12
6 8 14
1 2 3
3 14
5 12 17
8 6 14
1 3 4
4 15
13 12 25
4 3 7
2 4 6
8 5 13
8 5 13
5 0 5
2 3 5
4 9 13
5 9 14
9 20 29
7 7 14
2 13
2 5 7
2 3 514 5
2 0 2
2 4 618 9
4 15
8 20 28
6 11 17
7 5 12
4 2 6
2 5 7
6 8 14
6 8 14
Number of
Programs Responding
^ Yr 2-Yr Total
1 0 1
0 2 2
0 0 0
0 0 0
17 14 31
3 3 6
3 4 7
0 2 210 1
2 9 11
2 2 4011112
11 8 19
3 3 6
0 2 2
2 5 7
4 2 610 112 3
4 9 13
4 6 10
0 8 8
4 7 11
2 13
0 5 5
2 3 5
0 4 4
0 0 010 1
2 4 6
3 0 3
4 16 20
3 5 8
5 5 10
4 2 615 6
6 8 14
6 8 14
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Table 3-1 Continued
Number of Number of
Programs Programs Responding
4-Yr 2-Yr Total 4-Yr 2-Yr Total
40 South Carolina 2 5 7 2 9
41 South Dakota 2 2 4 1 1
4
9
42 Tennessee 5 4 9 2 4 643 Texas 13 10 23 5 6 1144 Utah 3 2 5 3 2 545 Vermont 3 1 4 2 0 2
46 Virginia 2 15 17 1 8 9
47 Washington 5 8 13 4 3 7
48 West Virginia 12 2 14 5 2 7
49 Wisconsin 2 3 5 2 3
50 Wyoming 0 1 1 0 0 0
U.S. Territories 0 0 0 na na na
Totals 252 272 524 125 180 305
Percent Response 50 66 58
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Sample description
. The study sample is made up of 305 programs:
125 located in four-year colleges, and 180 in community colleges.
The types of degrees offered in the four- and two-year colleges
are shown in Table 3-2. As reflected in the table, only four-year
institutions are authorized to award graduate or baccalaureate
degrees; both four-year and two-year institutions offer associate
degrees and certificates in a variety of specialized mental health
and human service areas. While both types of institutions offer
skill development courses and training without credit or with or
without certificate, most such programs were found in the two-year
colleges
.
Table 3-3 shows that two-year college programs were frequently
affiliated with psychiatric hospitals and Community Mental Health
Centers (CMHCs)^. as part of a joint arrangement for staff development.
Approximately one out of three community college programs was
affiliated with a mental health agency providing direct services to
patients.
In rank order, associate programs accounted for the largest
number of degree offerings in this survey, followed by certificate
and undergraduate programs. While associate-level programs were
found more often in two-year colleges, a considerable number of the
four-year colleges offer AA programs.
6. These affiliations refer to programs jointly operated, and should
not be confused with the use of agencies, hospitals, and CMHCs for
field experience placements.
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Table 3-2
Type of Institution: Degree Offered
4-
-Year 2-
-Year Total
Type Degree N % N % N %
Graduate Degree 6 5 na - 6 2
lAidergraduate
degree
BSW (16)
BA (29)
45 36 na - 45 15
Associate Degree 54 43 109 61 163 53
Certificate 20 16 56 31 76 25
Other 0 - 15 8 15 5
Total 125 100 180 100 305 100
Table 3-3
Institutional Affiliations
4-Year 2-Year
Associated with
Psychiatric
Hospital
Comm. Ment. Health
Center
No Direct Service
Association
Total
N % N
1 1 57
4 3 7
120 96 116
125 100 180
Total
% N %
32 58 19
4 11 4
64 236 77
100 305 100
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Geographic location
. The 305 colleges In the sample are located In
45 of the nation’s 49 states with programs, and In the District of
Columbia, and Island territories. Table 3-4 displays the geographic
locations of the colleges In terms of H.E.W. regions. Concentrations
of programs are found In Regions III, IV, and V; fewest In Regions
VIII and X. These reflect concentrations of colleges east of
the Mississippi. The states with the largest number of programs were
New York, Illinois, and Pennsylvania, as shown In
Table 3-5.
Undergraduate, Associate, degree, and certificate programs are
found In all H.E.W. Regions and U.S. zones, as shown In Table 3-6.
While more undergraduate and Associate programs are found In the
eastern United States, certificate programs are found more often In
the central states.
The relatively few graduate programs reflect the fact that
training for human service workers Is largely pre-professional
education. For human service workers, completion of an AA degree
could be followed by a baccalaureate. The BA, In turn, would be one
route to a number of estimated professions.
r
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Table 3-4
Geographic Location; H.E.W. Regions
4-Year 2-•Year Total
Regions N % N N V
I
/o
Connecticut, Maine, Massachusetts,
New Hampshire, Rhode Island, Vermont 8 6% 15 8% 23 8%
II
New Jersey, New York, Puerto Rico,
Virgin Islands 6 5% 20 11% 26 9%
III
Delaware, Maryland, Pennsylvania,
Virginia, Washington D.C., West Virginia 17 14% 29 16% 46 15%
IV
Alabama, Florida, Georgia, Kentucky,
Mississippi, North Carolina, South
Carolina 18 14% 25 14% 43 14%
V
Illinois, Indiana, Michigan, Minnesota,
Ohio, Wisconsin 29 23% 32 18% 61 20%
VI
Arkansas, Louisiana, New Mexico,
Oklahoma
,
Texas 13 10% 8 4% 21 7%
VII
Iowa, Kansas, Missouri, Nebraska 2 2% 16 9% 18 6%
VIII
Colorado, Montana, North Dakota,
South Dakota, Utah, Wyoming 9 7% 9 5% 18 6%
IX
Arizona, California, Hawaiian Islands,
Nevada, American Samoa, Guam, Wake
Island 17 14% 17 9% 34 11%
X
Alaska, Idaho, Oregon, Washington 6 5% 9 5% 15 5%
99% 305 101%Total 125 100% 180
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States
Table
with Largest
3-5
Number of Programs
States
Number of Percent of Total
Programs Sample : N-305
California 31
New York 20
Illinois 19
Pennsylvania 14
Table 3-6
Geographic Location: Institution by
10
7
6
5
Degree Offering
Four Year Eastern Central Mountain Pacific
Graduate 1 3 0 2
Undergraduate 24 14 3 4
Associate 20 15 8 11
Certificate 4 10 1 5
Sub-Total 49 42 12 22
Two-Year
Associate 65 26 4 14
Certificate 19 23 5 9
Skill Training Only 9 4 2 0
Sub-Total 93 53 11 23
All Colleges
Graduate 1 3 0 2
Undergraduate 24 14 3 4
Associate 85 41 12 25
Certificate 22 33 6 14
Skill Training Only 10 4 2 0
Total 142 95 23 45
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Analysis of the Data
The data collected in this survey can be used to describe the
rapid growth of training programs since 1970, with a few cautionary
notes. First, the sample represents only the successful programs;
the number of programs that closed down is not known. Second, the
sample represents only an estimated 58 percent of existing programs.
Third, Program Directors who completed the survey questionnaires may
not have confirmed exact numbers of graduates. Nevertheless, the
data provides valuable information concerning the growth patterns,
magnitude, and variety of programs.
Growth of programs
. Table 3-7 shows marked growth in the number of
programs from 1970-77, with declines evidenced in 1978-79. Between
1970 and 1979, four- and two-year college programs grew by 271 and
365 percent respectively. Overall, the number of programs increased
by 317 percent.
Program graduates
. Table 3-8 shows that, between 1970 and 1979, the
number of program graduates increased, peaking between 1976-78 for
certificate, skill training, graduate, and undergraduate programs, but
continuing to grow at a much slower pace for AA programs. In brief,
these findings show that:
Mental
Health/Hwman
Service
Program
Growth:
Number
of
Operative
Programs
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The number of persons completing graduate programsIncreased from 1973 through 1976 and declined
thereafter.
from undergraduate programs Increased
in^l979
through 1978 and remained high
3. Both four- and two-year colleges showed rapidincreases in certificate programs although the
number of certificate graduates in four-year
programs reached its high by 1979.
4. The loss in certificate graduates is counterposed
by increases in AA graduates in both four- and
two-year colleges.
Over the ten-year period, approximately 9,200 people received
graduate and undergraduate degrees, 17,500 received AA degrees, and
19,000 received certificates in mental health/health service areas.
These data were projected to the country at large, using separate
projection factors for four- and two-year institutions, based on the
fact that the survey was returned by an estimated 50 percent of four-
year colleges and 66 percent of two-year colleges. Therefore, all
four-year college data is multiplied by 2.0 and two-year college data
by 1.5. The estimated number of program graduates during 1970 is
shown in Table 3.9.
88
Table 3-9
Program Graduates, 1970-1979
Sample Projected National
Number % Number %
Graduate
Undergraduate
AA
999
9,186
5,989 +
2
19
36
1,986
18,372
29,437
2
22
35
11,509
Certificate 5,386 +
13,619
39 31,432 38
Skill Training
Only 1,633 3 2,477 3
Total 48,318 100 83,704 100
While graduates represent the "output" side of the educational
process, the number of students currently enrolled in college-based
programs is needed to complete a picture of the future number of
mental health and human services personnel. The survey questionnaire
asked for the number of full-time and part-time students in the first
and second years of programs. According to the data, in Table 3-10,
21,368 people were in their first or second year of education. (The
category "other” refers to students registered in non-degree, non-
credit courses). Most current students are involved in AA-level
training.
A marked difference exists between the projected number of people
in their first year of training and the number in their second year
(Table 3-11). Whether these differences reflect projected attrition
between the first and second year, or increases in new enrollees, is
not entirely clear from the data. The greater number of first-year
Students
Currently
in
First
and
Second
Year
of
Training
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certificate-level and skill-training enrollees probably reflect
increases in the number of people in the first year of AA programs.
Because the AA-level programs are two-year programs, and because the
proportion of part-time AA students remained constant in each year,
a likely interpretation of the higher first-year figure is that the
number of persons entering school has increased markedly.
Within four-year colleges, the projected number of students
training at the AA-level runs a close second to the number training
at the BA-level. Within two-year schools, 75 percent of the students
in human services programs are receiving AA-level training. Approxi-
mately one and one-half times more AA-level students are in two-year
colleges than in four-year colleges. Two-year colleges also exceed
four-year colleges in the number of students involved in certificate
courses
.
The significance of the finding that the training of human
service personnel is predominantly at the AA-level is the likelihood
that therefore:
1. Opportunities to advance in the mental health
system will be constrained.
2. A gap will exist between entry-level skills
and those of people with BA and graduate-
level training.
3. The organization and kinds of services that
will be provided will be affected.
Demographic composition . Demographic data were collected only for
1978-79 Table 3-12). The dominance of women at all, except graduate,
degree levels also was identified in the review of the literature.
Demographic
Profile:
Sex
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The current balance between female and male students appears to be
the same as noted in earlier data.
Racial distribution data (Table 3-13) indicated that 80 percent
of the programs surveyed had more than 50 percent white graduates.
The second largest graduating group was black, followed by Spanish-
surnamed and native Americans. Of the 305 programs surveyed, 218
had one predominant racial group; 195 programs were predominantly
white, 17 were black, three Spanish-surnamed, and three native
Americans
.
The average age of graduates was 28, although programs graduated
people from all age groups. AA-level and certificate programs drew
both the youngest and the oldest age groups, with younger students
predominant
.
Generalizing from these data, young white women constitute the
largest body of students completing courses in mental health/health
services
.
Table 3-13
Racial Dominance (By Percentage)
Four-Year Grad. Undergrad. M Certif. Skill
White 100% 88% 90% 82% NA
Black 0 10 2 18 NA
Spanish 0 3 7 0 NA
Native
American 0 0 0 0 NA
Two-Year
White NA NA 84 74 76
Black NA NA 14 19 24
Spanish NA NA 0 5 0
Native
American NA NA 2 2 0
The early SREB surveys indicated that young women high school
graduates and women in mid-life were typical program participants.
The data in the current survey indicate a shift toward women just
graduated from high school.
Characteristics of training programs
. This section discusses human
service worker training programs at the AA-level in four- and two-
year colleges and programs at the BA-level.
Credit hours . Computation of the credit hours needed for
graduation is complicated by the variations in quarter-hours,
semester-hours, etc. When these data are computed taking the length
95
term into account, there is considerable uniformity (Table 3-14).
At the graduate level, 32 to 36 credits are required for a MA/MS
degree from the schools in the sample. At the BA level, 126-130
credits are required by schools using semesters. In schools using
semesters, a course given three hours per week for 15 to 16 weeks is
most often three credits. The credit requirements may be higher in
schools using the quarter of tre-semester sytem, but they translate
to similar hours of instruction. AA-level programs have approximately
half the BA requirement, 61-65 credits.
Certificate programs are more variable in their credit structure.
In community colleges, the range of required credits was none to five.
In four-year colleges, the range was none to eight. However, in
several instances considerably more credits were required.
General coursework
. Most programs include general foundation
courses, such as English, biology, etc. The fewer general foundation
courses are included, the more new, alternate, or experimental courses
can be offered. Relatively few BA programs required 51 percent or
more foundation courses, indicating considerable flexibility in course
election. Certificate and skill training programs deemphasized
general foundation courses in favor of subjects directly involved in
mental health worker training (Table 3.15).
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Table 3-15
Percent General Foundation Courses Used
Four-Year
Graduate
Undergraduate
AA Level
Certificate
Two-Year
AA Level
Certificate
Skill Training
Less than 51^
83%
62%
55%
70%
53%
70%
93%
More than 51%
0%
36%
44%
25%
36%
9%
0%
NA Total N
17% 6(100%)
2% 45(100%)
54(100%)
5% 20(100%)
11% 119(100%)
21% 56(100%)
7% 15(100%)
The survey questionnaire also asked the extent of use of standard
courses. Generally, the standard courses are more alike than differ-
ent, although there may be differences In scope and depth (Table 3-16).
Table 3-16
Extent Standard Courses Used
Four-Year
Graduate
Undergraduate
AA Level
Certificate
Two-Year
AA Level
Certificate
Skill Training
Summary
Graduate
Undergraduate
AA Level
Certificate
Skill Training
Less than 50% 50% or More NA/DNA Total 7
0% 83% 17% 6 100
47% 38% 16% 45 100
7% 85% 7% 54 100
15% 60% 25% 20 100
46% 47% 7% 109 100
2 7% 25% 48% 56 100
13% 27% 60% 15 100
0% 83% 17% 6 100
47% 38% 16% 45 100
33% 60% 7% 163 100
24% 34% 42% 76 100
13% 27% 60% 15 100
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In four-year colleges, undergraduate course election My depart
from this procedure because 47 percent of the schools surveyed
Indicate that less than half the courses they offer In these programs
are standard courses. Community colleges are clearly more Independent
of the standard course structure than four-year schools In both AA-
level and certificate programs.
Aside from use of standard cataloged courses, respondents were
asked to estimate the percent of their total program concentrated in
mental health/health service skills and knowledge (Table 3-17)
.
Table 3-17
Percent of Courses Providing MH/HS
Skill and Knowledge
Four-Year Less than 50% More than 50% NA N
Graduate 17% 67% 17% 6
Undergraduate 36% 64% 0% 45
AA Level 28% 72% 0% 54
Certificate 40% 55% 5% 20
Two-Year
AA Level 27% 61% 12% 109
Certificate 39% 41% 20% 56
Skill Training 53% 33% 13% 15
Summary
Graduate 17% 67% 17% 6
Undergraduate 36% 64% 0% 45
AA Level 27% 65% 8% 163
Certificate 39% 45% 16% 76
Skill Training 53% 33% 13% 15
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Most colleges report that at least half of the courses in their cental
health and human services curriculum provide relevant skills and
knowledge; graduate, undergraduate, and AA-level programs in both
four- and two-year colleges concentrate primarily on mental health/
human services courses. In certificate programs, which may locus on
such topics as training skills and administration, the percentage is
lower.
Raffing patterns. Both at the inception of human services
training programs and in their first few year, psychologists and
psychology departments were the predominant sponsors of these
programs. Departments of social work and hospital departments of
nursing sponsored some programs, but not on the same scale. The
current survey provides data on this aspect of the programs, also.
As shown in Table 3—18a, about half the programs with doctoral-
level staff use Ph.D. psychologists. When staff is ranked by
discipline, doctoral-level psychologists are in more programs and in
greater numbers than any other group (Table 3—18b)
,
followed by those
with doctoral degrees in counseling, health sciences, and social work.
The data show relatively few nursing doctorates, which is character-
istic of the nursing field. Counseling supercedes social work in
program and personnel counts, again reflecting the larger number of
people trained at the doctoral level in counseling than in social
work.
100
Table 3-18b Indicates proportionately fewer doctoral-level staff
in two year schools. This disparity Is tmde up by the use of Inter-
disciplinary Ph.D.'s and MA-level personnel. These data, showing
varying numbers of doctoral personnel, reflect the characteristics
of each discipline and not the quality of human service worker
education. A more Important Indicator of program differences is the
extent of interdisciplinary participation. When four- and two-year
programs are compared, slightly higher proportions of Interdisciplinary
personnel appear in AA-level training programs in four-year colleges
than in two-year colleges (Table 3-19).
Table
3-18a
Ph.D.
Staffing
-
Number
of
Programs
With
Doctoral
Staff
by
Discipline
and
Program
Type
(Institution
Count)
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3-
18b
Ph.D.
Staffing
-
Number
of
Ph.D.
Staff
By
Discipline
and
Program
Type
(Staff
Count)
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Table 3-19
Programs With More Than 50 Percent InterdlaclpUnary Staff
Four-Year n
Graduate 2
Undergraduate 24
AA Level 22
Certificate 8
^ Total Sample
33% 6
53% 45
41% 54
40% 20
Two-Year
AA Level 41 38%
Certificate 25 45%
Skill Training 3 20%
109
56
15
Skill-training programs, formulated around highly specific techniques,
do not use many interdisciplinary personnel. Undergraduate programs,
which Include basic course work, a variety of electives and major
subject areas, encourage more frequent use of Interdisciplinary
personnel.
During the ten years since these training programs began,
psychology has continued to provide the largest number of staff for
programs at the Ph.D. -level, but both counseling and health sciences
have come into some prominence. At the four-year colleges surveyed,
counseling ranked second to psychology in numbers of doctoral staff.
Counselors were not concentrated at the graduate level; they were
prevalent in AA-level programs at two-year colleges. The four-year
colleges made extensive use of staff with doctorates in the health
sciences. Allied health personnel with doctorates taught in both
undergraduate and AA programs. Few nursing-centered programs were
104
identified. Social work doctorates were found mainly in four-year
colleges. The current data indicate few doctoral-level social work
staff in two-year college programs.
One limitation of the current survey is that it did not elicit
information about the specialities of each discipline. Data do not
indicate, for example, whether psychologists were mainly clinical,
research or applied specialists, or whether social workers were
casework, groupwork or community specialists.
Transferability of credit
. An important issue is the extent to
which coursework is transferable. Table 3-20 shows the number and
percentage of programs which permitted transfer of 50% or more of
course credits. In four-year colleges, the issue at the BA level may
be almost irrelevant, although in BA programs that do not fully prepare
for the masters level, some slippage will occur. From the masters to
the doctorate level, no loss of credit was experienced. At the AA
level, 72 percent of the programs permitted transferability of 50% or
more credits. At the certificate level, where course credit may be
earned, 65 percent of the programs permitted transfer.
AA-level programs reported very high rates of transferability
of credit; 82 percent reported that more than half of their credits
were accepted by four-year colleges. Certificate and skill training
programs fared much less well, but these programs usually are designed
as limited, terminal programs.
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Table 3-20
Percent Transferability of Credits: 50% or More
Four-Year N % Total
Graduate
Undergraduate
AA Level
Certificate
2
19
39
13
33%
42%
72%
65%
6 ( 100%)
45 (100%)
54 (100%)
20 ( 100%)
Two-Year
AA Level
Certificate
Skill Training
89
16
1
82% 109 (100%)
29% 56 (100%)
7% 15 (100%)
Program objectives
. Respondents were asked to identify their
program objectives and to rank the objectives as primary, secondary,
or incidental (Table 3-21)
. These results confirmed that the training
of human service workers is career-oriented, emphasizes the prepara-
tion of mental health/human service generalists, and provides for
the personal growth of the students.
As shown in Table 3—22, the generalist focus is evident at every
level of training, except skill training. However, a generalist at
the masters level is different from one at the AA-level. The former
not only has more extensive schooling but also often has specialized
training or administration after schooling. The latter, has been
trained for an entry-level, service provider, or ancillary support
position. The greatest emphasis on generalist training is at the
106
Table 3-21
Program Objectives: Overall Orientation
Primary
Objective
Secondary
Objective
Incidental
Objective
Provide career preparation
for employment. 73% 17% 3%
Provide training of MH/HS
generalists. 70% 16% 4%
Prepare aides or assistants
for a primary profession. 40% 19% 20%
Provide for transfer to
higher level program. 26% 38% 23%
Prepare social change
agents. 24% 34% 24%
Prepare psycho-therapists/
counselors. 13% 19% 18%
Prepare MH/HS custodial
care workers. 17% 28% 30%
Prepare MH/HS administrators. 3% 14% 30%
Prepare outreach workers. 24% 28% 25%
Provide personal growth for
students. 37% 34% 24%
Program
Objective
Training
Generalists
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AA-level. Generalist training is not primarily oriented toward
developing aides to members of a core profession, such as psychiatry,
psychology, or nursing, except at the certificate and skill training
levels (Table 3-23). At the AA level in four-year colleges, half of
the programs reported that their primary objective was to prepare
aides; in the two-year colleges, only 37 percent were so oriented.
The data on program objectives (Table 3-24) do not indicate a
major emphasis on creating social change agents. Historically, social
change agents had three roles: 1) to affect the kind and quality of
services provided; 2) to engage the system so that it would be more
responsive to its clientele, and 3) to provide new, community-based
services. If such emphasis now exist, they are found mainly in the
four-year colleges, particularly at the graduate level.
Curriculum content . Colleges surveyed were asked which of 14
curriculum content areas were included in their programs (Table 3-25)
.
Eighty percent or more of all programs reported they provide training
in communication skills, interpersonal relations, group processes,
interviewing skills
,
and counseling. These 5 content areas apparently
are basic to the training of human service workers at both the four-
and two-year levels.
In 64 to 68 percent of the programs, training was provided in
community organization, values clarification and behavior modification.
Training in organizational dynamics, vocational-occupational-
recreational activities and health care skills was directed toward
specific employment in health care agencies and in service programs
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Table 3-25
Curriculum Content Areas
Content Areas
Number
Programs
Percent
of Programs Total Rank
Connnunication
Skills 298 98% 305 1
Interpersonal
Relations 291 96 305 2
Group Processes 266 87 305 3
Interview Skills 251 82 305 4
Counseling Skills 244 80 305 5
Community
Organization 206 68 305 6
Behavior
Modification 202 66 305 7
Values
Clarification 194 64 305 8
Organizational
Dynamics 161 53 305 9
Vo c . -Occup . -Rec
.
Activities 155 51 305 10
Health Care Skills 154 50 305 11
Planning, Task
Management 140 46 305 12
Research 33 27 305 13
Supervision,
Administration 71 23 305 14
Content
Areas
by
Type
of
Education
Program
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such as hospitals, nursing homes, after-care facilities and community-
based centers. Areas such as planning, task management, research and
supervisory/administrative skills were reported less often.
Little difference is apparent between four- and two-year college
curricula. In certificate programs, counseling and vocational-
recreational activity skills are more frequently offered in the four-
year colleges (Table 3-26).
Preparation for functional specialty
. Colleges prepare human
service workers for service and employment in a variety of specialty
areas. Table 3-27 lists the major functional areas and ranks their
frequency.
Table 3-27
Education Programs Involved
In Functional Specialty Areas
(Total Number of Programs = 305)
N Percent Rank
Community Mental Health 203 67 1
Mental Hospital 187 61 2
Mental Retardation 176 58 3
Alcoholism 166 54 4
Gerontology 158 52 5
Child Mental Health 155 51 6
Drug Abuse 149 49 7
Developmental Disability 147 48 8
Corrections 111 36 9
Vocational Rehabilitation 81 27 10
No Specific Field 43 14 11
Comparing AA-level programs
,
the four-year colleges offer almost
all of the functional specialty areas more often than do the two-year
schools. This holds for certificate programs as well (Table 3-28).
Type
of
Education
Programs
Involved
in
Functional
Specialty
Areas
Community
Mental
Mental
Mental
Health
Hospital
Retardation
Alcoholism
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jj. l^d_ tralnini^ . The design of mental health/human service
curricula always has included ample provision for field training.
The extent to which field experience or on-the-job training was
required by schools in the current survey is shown in Table 3-29.
In the four-year college programs, the field experience requirement
was almost universal. In the two-year college programs, field
experience generally was required, most frequently in the AA-level
programs. In certificate programs, many people already are employed
in mental health agency settings.
Credit for field experience was given at the graduate, under-
graduate and AA-level in both four- and two-year colleges (Table 3-30)
.
Most programs allowed from 11 to 20 percent of total credits to be in
field experience (Table 3-31)
.
Table 3-30
Credit for Field Placement Experiences
Yes Total
Four-Year N % N % N %
Graduate 5 83% 1 17% 6 100%
Undergraduate 43 96% 2 4% 45 100%
AA-Level 49 91% 5 9% 54 100%
Two-Year
AA-Level 104 95% 5 5% 109 100%
In this survey, the field experience component usually was
offered concurrent with other course work (Table 3-32)
119
Table 3-31
Percent Distribution of Course Credit
for Field Experience
% of Credits N %
None 10 5%
1 - 10% 49 23%
11 - 20% 64 30%
21 - 30% 54 25%
31% or greater 23 11%
Total 214 101%
Typically, field placement occurred in conjunction with seminars, in
order to tie the students' field experience with class work and theory
(Table 3-33). Placements generally were not grouped in modular blocks
during any one semester (Table 3-34)
,
although approximately one-third
of the respondents indicated that they scheduled in this way.
(Individualized assignments are more difficult within a modular
arrangement)
.
Field experience settings included social work agencies, city or
local mental health agencies, hospitals, clinics, in- and out-patient
services, and community mental health centers. The current survey
attempted to establish the number of different field settings to which
a student might be exposed (Table 3—35) . Most students received
experience in at least two settings. The diversity of settings allows
considerable opportunity for students to work with a variety of
clients.
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In the program surveyed, students generally were expected to
work toward assuming direct client responsibility. In the four-year
colleges, at the AA-level, 85 percent of programs expected students
to work with clients; at the AA-level programs in two-year colleges,
91 percent of the programs reported such expectations. (Table 3-36).
Field experience was supervised by staff attached to either the
college or the placement agency (Table 3-37). The college personnel
must be skilled in providing supervision across a variety of settings.
During field experience, students were integrated with agency
staff in almost all the degree-level training programs surveyed
(Table 3-38).
C^ontrol of curriculum. The control of a college curriculum and
the power to modify it usually reside with college administration,
program faculty, the college curriculum committee, or some combination
of these. The usual mode of organization is to require approval by
the curriculum committee as well as by the Dean of the College.
However, the current survey found that in both two- and four-year
colleges, the mental health training program faculty control
curricula.
Competency-based training . A current thrust in training mental
health workers, as in training for other fields, is the development
of competency-based programs; that is, programs which impart a
measurable set of skills to students.
Programs
in
Which
Students
Work
Toward
Direct
Client
Responsibility
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In this survey, programs with competency-based course work in
the entire curriculum and in experiential courses are reported in
Table 3-39.
Table 3-39
Presence of Competency-Based Course Work
Entire Experiential
Curriculum Curriculum Total
N
Four-Year
Graduate 2
Undergraduate 6
AA-Level 9
Certificate 5
Sub-Totals 22
Two-Year
AA-Level 15
Certificate 15
Skill Training 1
Sub-Totals 31
TOTALS 53
% N % N
33 1 17 6
13 4 9 45
17 11 20 54
25 3 15 20
18 19 15 125
14 14 13 109
27 5 0 56
7 1 7 15
17 20 11 180
17 39 13 305
Data in Table 3-40 indicate that the development of competency-
based courses is not yet characteristic of most programs.
Program quality . In order to maintain program quality, ongoing
evaluation is needed. Survey respondents reported that their modes
of program evaluation were student evaluation (92%) and/or faculty
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evaluation (86%) (Table 3-41). Some form of competency assessment
was used by 42 percent of the programs. Most programs depended upon
more than one evaluation method.
Table 3-41
Program Evaluation by Type and Frequency
// Programs Percent Total Responding
Student Evaluation 281 92 305
Faculty Evaluation 263 86 305
Advisory Committee 201 66 305
Systematic Follow-Up 176 58 305
Competency Assessment 129 42 305
There was no uniform approach to program evaluation among the
different degree areas (Table 3-42)
.
The two-year colleges appeared to carry on evaluation more
extensively than four-year colleges in most areas of assessment. The
overall picture, in both four- and two-year colleges, was one of
extensive evaluation carried out in a formal, process-oriented manner.
Type
Evaluation
Mechanisms
Used
By
Program
Type
(Multiple
Counts)
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Employment
. This survey was not designed to explore the ability
of training programs to place their graduates in jobs. It did,
however, inquire about the programs' general success in job placements
(Table 3-43):
Table 3-43
Program Job Placement Rates
Four-Year
50% +
Placement
26-49%
Placement
Total
Respons(
Graduate 33% 17% 6
Undergraduate 44% 7% 45
AA-Level 41% 24% 54
Certificate 55% 5% 20
Two-Year
AA-Level 42% 21% 109
Certificate 46% 7% 56
Skill Training 27% 7% 15
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Statistical Summary Profiles
PROGRAM STRUCTURE
Staffing Patterns
Four-
B.A.
-Year
A. A.
Two-Year
A. A.
% Ph.D. In Psychology 50 37 31
% Ph.D. In Social Work 24 7 5
% Ph.D. In Counseling 31 11 10
% Ph.D. In Health Sciences 20 15 5
% M.A./M.S. In Social Work 64 44 15
% M.A./M.S. In Nursing 8 13 12
Interdisciplinary Staff +50% 53 41 38
Requirements
Total credit requirements 128 64 64
Semester requirements 8 4 4
Credit transferability +50%
transf
.
42 72 82
CURRICULUM STRUCTURE
Use regular courses +50% 38 85 47
Use experiential field
courses % yes 91 93 86
ALLOCATION OF CREDIT HOURS
1. Foundation courses +50% 40 40 40
2. MH/HS knowledge/sklll +50% 25 25 20
3. Field experience % 10 20 17
4. Functional specialty
courses % 10 5 5
REQUIRED FIELD EXPERIENCE
1. Number of settings (mdn) 1 1 2
2. Instructional staff
supervision % 62 59 55
3. Seminars concurrent w/
placement % 94 83 85
4. Credit for field
placement % 96 91 95
5. Instruction concurrent
w/place % 82 87 93
134
6. Massed modular block
assignment % 38 30 237. Integrated w/agency staff
8.
% yes 84 91 93Works toward client
responsibility 98 85 91
CURRICULUM OBJECTIVES
1. Career preparation 100 98 96
2. Prepare generalists 85 95 94
3. Prepare aides to primary
pro fess ions 23 76 62
4. Transfer to higher level
program 62 78 70
5. Prepare social change
agents 69 57 64
6. Prepare psychotherapists/
counselors 47 24 23
7. Prepare custodial care
workers 31 33 34
8. Prepare supervisors/
administ
.
31 19 12
9. Prepare outreach workers 49 59 71
10. Provide personal growth for
students 58 78 73
FUNCTIONAL SPECIALTY AREAS
1. Community mental health
centers 71 83 73
2. Mental hospitals % 56 67 58
3. Mental retardation Z 56 72 61
4. Alcoholism % 40 61 61
5. Gerontology % 60 53 50
6. Child mental health % 60 59 53
7. Drug abuse % 44 50 57
8. Developmental disability % 47 56 50
9. Corrections % 62 44 39
10. Vocation rehabilitation % 27 31 33
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PROGRAM PROFILES
PROGRAM STRUCTURE
Four-Year Two-Year
Certif
.
Certif.
Staffing Patterns
% Ph.D. in Psychology 60 23
% Ph.D, in Social Work 5 0
% Ph.D. in Counseling 10 4
/o Ph.D, in Health Sciences 20 0
/a M.A./M.S. in Social Work 10 9
% M.A./M.S. in Nursing
Interdisciplinary staff +50%
15 41
Requirements
Total credit requirements NR NR
Semester requirements na na
Credit transferability +50% transf. 65 29
CURRICULUM STRUCTURE
Use regular courses +50%
Use experiential field
60 25
courses % yes 75 41
ALLOCATION OF CREDIT HOURS
1. Foundation courses +50% 25 0
2. MS/HS knowledge /skill +50% 25 25
3. Field experience % 15 0
4. Functional specialty courses % 5 0
REQUIRED FIELD EXPERIENCE
1. Number of settings (mdn)
2. Instructional staff super-
3-5 3-5
vision %
3. Seminars concurrent w/
63 71
placement 60 46
4. Credit for field placement %
5. Instruction concurrent
na na
w/place %
6. Massed modular block
70 73
assignment % 20 27
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7. Integrated w/agency staff % yes
8. Works toward client responsibility %
CURRICULUM OBJECTIVES
1. Career preparation 84 77
68
68
2.
3.
4.
Prepare generalists
Prepare aides to primary
professions
Transfer to higher level
90
64
program 85 48
5.
6.
Prepare social change agents
Prepare psychotherapists/
40 51
counselors 11 28
7. Prepare custodial care workers 47 46
8. Prepare supervise rs/administ. 26 11
9.
10.
Prepare outreach workers
Provide personal growth for
37 31
students
JNCTIONA.L SPECIALTY AREAS
90 73
1. Community mental health 50 48
centers 75 57
2. Mental hospitals 80 47
3. Mental retardation 50 50
4. Alcoholism 60 43
5. Gerontology 45 36
6. Child mental health 55 38
7. Drug abuse 70 38
8. Developmental disability 30 11
9.
10.
Corrections
Vocational rehabilitation
15 13
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Summary
The first section of this chapter reviewed the establishment of
a nationwide education and training system for human service workers,
resulting from recommendations by the Joint Commission of Mental
Health and Illness that the mental health field needed new types of
workers. It discussed the successful efforts by NIMH to stimulate
the growth of community college programs, by establishing a small
number of demonstration programs, providing funding for other
programs, and supporting two regional organizations which were
founded to promote human service worker training in community
colleges
.
The focus of human service worker training was examined, as it
coalesced around the concept of a "generalist", a worker with a
variety of skills, who could provide health services beyond those
ordinarily provided by professionals, including outreach, client
advocacy, individual and group counseling.
In the second section of this chapter, data were reported and
analyzed from a national survey of 305 human service worker training
programs. The survey encompassed graduate, undergraduate, associate,
certificate and skill training programs at four- and two-year
colleges
.
CHAPTER IV
THE PROFESSIONALIZATION OF THE HUMAN SERVICE WORKER
This chapter examines the characteristics of a profession and
describes empirical data relevant to whether human service workers,
as an occupational group, are becoming a profession. The first part
of the chapter reviews the characteristics of a profession and
discusses human service workers in this context. The second part
of the chapter is an interpretation of the empirical research lead-
ing to the conclusion that human service workers are, indeed, an
emerging profession.
Characteristics of Professions
The task of defining a profession is not simple. As Hogan (1979)
has discussed, most lexicographers and sociologists agree that no
absolute definition of a profession can be found. The extent to
which a given occupation can be said to be a profession is a matter
of degree (see, for example, Moore, 1970).
A synthesis of the definitions provided by the major theoreti-
cians in the field states:
A profession is a vocation whose practice is founded upon an
understanding of the theoretical structure of some department
of learning or science, and upon the abilities accompanying
such understanding. This understanding and these abilities
are applied to the vital practical affairs of man. The
practices of the profession are modified by knowledge of a
generalized nature and by the accumulated wisdom and
experience of mankind, which serve to correct the errors of
specialism. The profession, serving the vital needs of man,
considers its first ethical imperative to be altruistic
service to the client (Cogan, 1953, p. 48).
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Many of the problems of defining a profession can be resolved by
recognizing that three approaches contribute to the development of a
definition (Cogan, 1953, 1955). One appraoch (Carr-Saunders and
Wilson, 1933) is to study professions as they have existed throughout
history, and thereby arrive at a definition that incorporates the
essential features that seem to have existed in all professions. A
second appraoch examines models based on the ideals of the profession.
A third approach is to examine the operational stages of development,
since professions seem to progress through a characteristic series of
stages.
The various description of a profession's features often overlap
and differ in extent and emphasis. Greenwood (1957) lists a profes-
sion as encompassing: 1) systematic theory, 2) professional author-
ity, 3) community sanction, 4) ethical code, 5) professional culture.
Moore (1970) notes that a professional: 1) engages in a full-time
occupation, 2) has a commitment to a calling, 3) identifies with
peers in a formal organization, 4) has useful knowledge and uses
skills based on specialized training or education, 5) has a service
orientation, 6) displays autonomy restrained by responsibility.
Peterson (1976) defines the conditions that any group must meet
if it is to become a profession: 1) the objectives of professional
work are definite and immediately practical; 2) techniques for the
attainment of these objectives are available and can be taught;
3) applications of techniques involve essentially intellectual oper-
ations, and practitioners exercise responsible discretion in matching
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techniques to individual problems; 4) techniques are related to a
discipline such as one of the sciences, theology, or law, whose
substance is large and complex and hence ordinarily inaccessible to
people; 5) members of the profession are organized in some kind of
society with rules for membership and exclusion based, in part, on
professional competence; 6) the aims of the professional organization,
at least in part are altruistic rather than merely self-serving, and
entail a code of ethics whose sanctions are also invoked, along with
those of competence, in determining membership in the society, and
therefore legitimate practice of the profession.
Goode (1966) points out that, as occupations become more profes-
sionalized, they tend to adopt the following traits: 1) the profes-
sion determines its own standards of education and training; 2) the
student professional goes through a more far-reaching adult sociali-
zation experience that the learner in other occupations; 3) profes-
sional practice is often legally recognized by some form of licensure;
licensing and admission boards are made up of members of the pro-
fession; 5) most legislation concerned with the profession is shaped
by that profession; 6) the occupation gains in income, power, and
prestige ranking, and attracts higher caliber students; 7) the prac-
titioner is rarely subject to lay evaluation and control; 8) the norms
of practice enforced by the profession are more stringent than legal
controls; 9) members are more strongly identified and affiliated with
the profession than members of other occupations are with theirs; 10)
the profession is more likely to be a terminal occupation, in that
members do not leave it.
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Other scholars have developed prescriptive models of what con-
stitutes a "good" profession. For instance, Freund (1965) argues
that professions should be measured by their independence, availabil-
ity, and learning. Independence includes loyalty to one's client,
independence from governmental control, and authority over profes-
sional standards and discipline. Availability is the degree to which
the profession's services are widely available to all income groups.
Learning reflects a profession's use of available up-to-date infor-
mation. Sanford (1951) argues that a good profession is motivated by
a sense of social responsibility, has perspective on its place in
society, renders services only within its area of demonstrable
competence, devotes relatively little energy to guild functions, is
free of nonfunctional entrance requirements, and has a code of ethics
designed primarily to protect the public and only secondarily, the
profession.
Lippitt and associates (1975) have approached the problem of what
constitutes a good profession by identifying pathologies in the
development of professionalism. According to their analysis, pro-
fessions historically have tended to confuse credentials with compe-
tence, and recognize only those credentials that are external badges
of schooling; that is, degrees obtainable through a rigid educational
route. Professions have acted at times solely to protect the vested
economic interests of their members, and have resisted expansion of
membership. They have resisted the development and use of mental
health workers and have been tardy in recruiting and training
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volunteers. They have tended to cultivate the public myth that the
professional is all-knowing, rather than educating the public to the
profession's strengths and weaknesses. Finally, professions have
tended to be responsive to established institutions, rather than to
people or institutions lacking power.
Another method by which to determine whether a given occupation
is a profession is to examine the current stage of its development.
Sociologists and historians have found that professions tend to
develop through similar stages. For example, characteristics of a
newly emerging or marginal profession are: its members typically have
widely differing educational backgrounds and community orientation;
its leaders often acknowledge that the profession is still in its
infancy; among its first and most important tasks are the construction
of a professional code of ethics and the building of a strong profes-
sional association; attempts to obtain licensure often will be made
in order to add prestige, but usually will be resisted by less pro-
fessional members; attempts will be made to establish or strengthen
university professional schools; finally, an effort will be made to
Inform the public about the profession's services (Barber, 1965).
Massarik (1972) describes the rise and demise of a professional
group:
Stage 1. Inchoate origins . The professional's practice is
experimental and there is no definitive explanation of knowl-
edge of why practitioners are effective. The number of
practitioners is small.
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limited expansion
. The profession attracts
more followers, and visibility reinforces a sense of Identity.
stru^i^le. There are definite attacks upon
the developing profession, and other threatened professionals
take pains to denigrate it. The attacks may take the form of
lawsuits, newspaper articles pointing out instances of harm,
charlatanry and the breakaway from the developing profession of
small groups or sects.
Forced maturity. A stage in which the profession
becomes concerned with normative self-regulatory Issues.
Stage 5. Responsible maturity
. A stage concerned with effec-
tiveness and an effort to develop and maintain standards of
practice and ethics. The profession is highly and strongly
organized.
Stage 6. Decline and demise
. The profession disintegrates
because of challenges from newly created professions or from
other external causes such as changing needs of the public
served.
Blanck (1963) views professionalization as having four major
stages through which each profession must pass sequentially:
Stage 1. Differentiation from other professions.
Stage 2. Development of a system of education including
integration with the university system of education.
Stage 3. The creation and emergence of centralized,
national professional organizations.
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Stage 4. Legal recognition of the profession with licensure,
the ultimate symbol of recognition.
According to Blanck, premature attempts to seek licensure or legal
recognition may be potentially detrimental to further development of
the profession.
Status of Human Service Workers
as a Profession
The empirical evidence in this section is presented in relation
to the above discussion on professionalization, and leads to the con-
clusion that human service workers are well on their way to becoming
a profession. They appear to be in Massarik's Stages 3 and 4, and
Blanck' s Stage 3. Two central factors currently are helping to propel
human service workers toward professionalism. One is the organized
training programs in colleges and universities that inculcate in
students the values and perspectives of the mental health field. The
second is the widespread deployment of human service workers into
existing care systems, where human service workers constitute a
recognized occupational domain and interact in that context with a
variety of professionals.
Education and training programs . The previous chapter discussed the
two formal systems of education for human service workers—one
organized in four-year colleges and the other in two-year colleges
—
and pointed out that they share basic educational approaches. These
programs are staffed largely by people from the fields of psychology.
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social work, nursing, counseling and health sciences, who are expect-
ed, as part of the training, to promote a professional orientation
among students. Whether a specific profession (for example, psychol-
ogist) is promoted, or whether professionalism in general is advanced,
doubtless varies from one program to another. The latter is probably
more likely because human service workers are trained by various pro-
fessionals; it would also be more useful inasmuch as these workers
are placed in mental health service agencies to work with profession-
als in a variety of mental health specialties. At the present time,
most employment data do not differentiate between mental health
workers, in general, and the human service workers sub-group dis-
cussed in this study.
Treatment settings . Mental health worker personnel, in various job
titles, constitute about 17 percent of all community mental health
staffs, and delivery at least 30 percent of all direct mental health
services provided in federally funded community mental health centers
(Steinberg, et al, 1976).
A survey of 3300 mental health facilities across the nation found
that mental health workers with less than a BA degree made up more
than 45 percent (130,021 workers) of all mental health service
personnel in 1976 (Alley, et al, 1979). LPNs and LVNs made up
another 5.3 percent (15,337 workers).
Extrapolation figures of the SREB Antioch studies (1977) yields
an estimate of about 800,000 mental health workers delivering full-
time services nationwide. This makes mental health workers the
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largest single group of direct treatment personnel.
Offsetting factors
. While this kind of evidence supports the thesis
that there is an Impetus toward professionalism among mental health
worker personnel, there are also offsetting factors. The more
important of these are:
1. The variety of terms describing mental health workers,
which undermines self-identity and purpose;
2. The diversity in cultural and educational backgrounds
among people employed in the field, some of whom feel
antipathy toward the notion of professionals and
professionalism in any form;
3. The lack of published materials by mental health worker
leaders promulgating professionalism;
4. Increasing pressures for assimilation into established
professions, as exemplified by the development of
ancillary affiliates with the American Psychological
Association and the National Association of Social
Workers
;
5. Unionization, the American Federation of State, County,
and Municipal Employees - District Council //37 (New
York City), the Public Service Workers Union, and the
National Association of Human Service Technicians,
have organized mental health workers in state insti-
tutions, hospitals and agencies. This identification
with unions, while promoting wage, health and welfare
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benefits, job security and representation in
^^^8^in,ing units, may also work against pro-
fessionalization, Conversely, adopting pro-
fessionalism may require surrendering Important
benefits gained as union members.
The balance that will be struck among these various offsetting
forces is as yet uncertain within the diverse groups of mental health
workers. For the human service worker field, two major questions can
be asked: is there common purpose and agreement on issues vital to
the question of professionalism, and does the empirical data at hand
show concensus around these issues?
Benchmarks for Assessment of Professional Status
Ten benchmarks that may be useful in assessing the professional
status of human service workers are gleaned from the literature on
professions and are described briefly in the following discussion.
Status as an occupation . Professions emerge from occupations. Many
authors have written extensively on human service workers as a
distinct occupational group that provides new services in innovative
ways and that functions in roles often not being performed by tradi-
tional professionals (for example, McPheeters, 1979; Sobey, 1970).
Theory-derived practice . The practice of an occupation should be
based upon an understanding of a theoretical structure of learning or
science. The allied health professions are built upon the sciences
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of biology, physiology, or chemistry and the accumulated knowledge of
practitioners in these fields. For human service workers, the knowl-
edge base of practical and theoretical foundations is derived from
the basic sciences, social sciences and applied fields of psychology,
social work and counseling.
Community sanction
. This implies a) popular recognition by the
population of the professional area served and b) permission by the
government, as exemplified by approval of and payment of tasks per-
formed, to pursue the profession. The incorporation of human
service workers into federally funded community mental health centers
,
state institutions, and mental health/human service agencies shows
community sanction for the services performed.
» attitudes, and knowledge shared in common . This deals with
human service skills as distinct from mechanical or tradesperson
skills. An analysis of a set of eight characteristics by Brawley and
Schindler (1972) suggests that human service worker graduates,
especially at the AA and BA level, do possess the necessary skills,
attitudes and knowledge to meet this benchmark. For example, the
human service worker 1) uses broad-based knowledge; 2) has conceptual
and analytic skills; 3) has practical skills; 4) can exercise inde-
pendent judgment; 5) has values similar to other human service pro-
fessionals; 6) demonstrates positive and helpful attitudes; 7) uses
self as role model; and 8) possesses the same general characteristics
as other human service professionals, although the knowledge, skills.
commitment to specific professional values, and autonomy in the
performance of role are all more limited.
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A service orientation
. This trait is inherent within the helping
professions, including allied health professions, mental health
workers and human service workers.
GaUierlng together into formal organizations
. Three national organi-
zations promote organization and recognition of human service
workers: the National Association of Human Service Technologists,
the National Organization of Human Service Workers, and the National
Organization of Human Service Educators. The first claims a member-
ship of 2,000; the latter two are relatively small, each claiming a
membership of about 300 persons.
Core skills
. Members of an occupational group should have agreed-
upon core skills if they are to become professionalized. As noted,
the dominant training approach for human service workers is a
"generalist" one.
Training program requirements . A training core is central to self-
identification as a profession. The survey conducted for this study
focused on three aspects of training programs—staff training,
curricula, and purpose—and found striking similarities.
Approval of programs . A central step in the formation of a profession
is the regulation of training programs. The survey reported here
found general agreement concerning a curriculum core, clearly defined
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goals, credits for field placement, and competency standards, which
may facilitate the formulation of training standards.
£raduate/Worker certification
. A related step to that of program
approval is certification of program graduates and the need for
specification as to the levels of training required for entry-level
employment. This will be a critical step in professionalization of
human service workers.
These latter four benchmarks were described in detail in Chapter
III, and are the subject of empirical analysis in the next section of
this chapter.
Consensus on Aspects of Human Service Worker Training
Essential to Professionalization
The empirical and statistical technology for analyzing consensus
is still undergoing development and refinement (Hartigan, 1975; Tyron
& Bailey, 1970). Despite this difficulty, the present section of this
study examines, to the extent possible, whether consensus exists with-
in the human service worker field relating to professionalism and, if
so, its nature and strength. This section also examines whether con-
sensus occurs within, but differs across, pertinent sub-groups of
human service worker training program directors.
The statistical technique used to examine the existence of agree-
ment or disagreement is "clustering" or a form of "classification".
If consensus exists, respondents will answer questions regarding
professionalism in a similar way. More than one cluster may emerge.
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Thus, one or more consensus groups may be identified, and clusters
can be evaluated to determine the extent of overall agreement.
Clustering techniques are inherently "neutral"; the content of the
variables determines the labels given to the parameter but not the
results of the analysis. The statistical features of the variables—
such as, dichotomous or continuous, normally distributed or not
affect only the choice of a parametric or non-parametrie clustering
technique. This neutrality enables the researcher to take an objec-
tive stance.
questions and indicators
. The following set of questions and
corresponding indicators was selected to establish the number of
consensus groups, the membership or size of each group, the content
areas that make up agreements, and the composition of members of
each group.
Questions to be answered Indicators to be used
1. Is there consensus? 1. Number of different groups
or clusters formed
2. How strong is the consensus? 2. Size of membership of each
group
3. What are the consensus
areas?
3. Analysis of response content
4. What is the composition
of each group?
4. Analysis of associated
descriptors
Methodology . Analysis is based on survey responses by 305 program
directors. These directors are central figures in the human service
worker movement, influencing the field through programmatic involve-
ment, publications, and training activities.
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Likeminded Analysis" was the clustering technique used to
measure consensus, a nonparametric technique adopted from Zubin
(1938a & b). In likeminded analysis, each respondent is compared to
every other respondent, and indications of agreement on questionnaire
items are recorded. This comparison is performed for every item.
These scores are tallied to assess the extent of agreement.
This study looked for consensus in four areas: core skills,
training requirements, program approval requirements, and certifica-
tion. The specific questions asked are shown in Figure 4-1.
Figure 4-1
Question
Q140
Q141
Q146
Q151
Q153
Q143
Q144
Statement
CORE SKILLS
Graduates of mental health/human service programs
should have:
Knowledge of organizational dynamics.
Knowledge of community and mental health/
human service organizations.
Skills in interpersonal relationships,
communication, planning and task
management.
Knowledge of political science, economics
and history.
Self-awareness - personal and individual
development
.
TRAINING PROGRAM REQUIREMENTS
Staff:
Instructors should have strong fieldwork
or clinical background.
Instructors should have a strong academic
responsibility.
Instructors should have fieldwork as well
as academic responsibility.
Q145
153
Q138
Q139
Q142
Q136
Q137
Q153
Q147
Q148
Q149
Q158
Q159
Q156
Q157
Q160
Q161
Q162
Figure 4-1 Continued
Curriculum;
Field experience should be an indispensable
component
.
Interdisciplinary approach in curriculum
development is demanded.
Close correspondence or linkage between the
academic and the field component.
Purpose
:
A primary purpose should be to train direct
service workers.
A primary purpose should be to train social
change agents.
MH/HS training programs should respond primarily
to identified service—provider manpower
needs.
PROGRAM APPROVAL REQUIREMENTS
Credit should be given for field placement.
Curricula should have a generic core.
Programs should have clearly defined goals.
A national structure should be developed to approve
MH/HS training programs.
Competency standards should be developed for
training programs.
CERTIFICATION OF THE CADRE OF WORKERS
Workers should be certified by functional field
(e.g.
,
alcoholism, mental health).
Workers should be certified by levels of competence
(e.g., entry, technician, associate).
Discrete levels of human service work should be
differentiated.
Entry level training for MH workers should be at the
AA level of competency.
Entry level training for MH workers should be at the
BA level of competency.
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Descriptors were used to identify the characteristics of the
groups among which consensus was measured (Figure 4-2).
Figure 4-2
Institutional Factors Degree Focus
4-Year Colleges
2-Year Colleges
Skill training only
Certificate
College and Psychiatric Hospital
College and Community Mental
Associate
Health Center Baccalaureate
BSW
Masters
Age of Program Number of Graduates
From Program
New High
Old Low
Ph.D. Staffing Employment for Graduates
Many High
Few Low
Use of Competency
Assessment
Requirements
Yes MH/HS field experience
Findings . The findings for each of the four areas examined are
organized as follows:
1. Presentation of Mean Rating scores;
2. Presentation of Agreement scores;
3. Description of Extent of Consensus;
4. Description of High Consensus Groups.
Area I: core skills . Findings for questions related to Core
Skills are reported in Tables 4-1, 4-2, 4-3, and 4-4. The rating
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scale ranged from "1 - strongly agree" to "7 - strongly disagree."
All mean scores fell below 4.0 (neutrality), signifying agreement
with the question. Mean scores in the range of 1.43 to 1.66
indicated strong agreement on knowledge of self. Interpersonal skills,
and community and MH/HS organizations. Knowledge of organizational
dynamics received a mean score of 1.96, signifying moderate agreement,
while knowledge of history, economics and political science received
a mean of 3.33, indicating a slightly better than neutral score.
Table 4-1
Core Skills; Mean Ratings
Question
140
141
146
151
153
The
Key Phrase Mean S.D.
Knowledge of:
Organizational dynamics 1.96 1.16
Community & MH/HS organizations 1.66
.92
Interpersonal skills 1.45 .77
History, economics 3.33 1.61
Self 1.43 .71
t of agreement was high for each of the questions. The
percent of respondents who indicated strong or moderate agreement was
high for four of the five questions (Table 4-2).
Table 4-2
lestion
Core Skills: Agreement Scores
Key Phrase N Percent
140
Knowledge of:
Organizational dynamics 230 75
141 Community & MH/HS organi-
zations 262 86
146 Interpersonal skills 288 94
151 History, economics 149 49
153 Self 287 94
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To describe the extent of consensus for this area, three factors
were taken into account: 1) number of respondents (N-305), 2) number
of questions (N-5)
,
and 3) number of response choices for each
question (N-7). The resulting consensus scale is shown in Table 4-3,
together with the distribution of consensus scores obtained by like-
minded analysis. These data indicate that 62 percent (48 + 14
percent) agreed about core skills.
Table 4-3
Core Skills: Consensus Distribution
Consensus
Scale
0-218
219-436
437-654
655-871
872-1089
1090-1307
1308-1525
N
Random consensus
Midpoint
6
21
89
147
42
0
0
Percent
2
7
29
48
14
0
0Complete consensus
The descriptors for the consensus groups are shown in Table 4-4.
Especially high consensus levels are shown by programs affiliated with
community mental health centers and programs offering certification.
A low consensus level is shown by BSW programs. No other factors
particularly distinguish high and low consensus groups.
Table 4-4
Core Skills: Descriptors
Institution N Percent
4-Year 120 56
2-Year 116 56
College & Psychiatric Hospital 57 55
College & CMHC 11 91
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Table 4—4 Continued
Degree Offering
Skill training only
Certificate
AA-level
BA-level
BSW-level
MA/MS-level
Age of Program
New
Old
Number of Graduates
High
Low
Ph.D. Staff
N
15
75
163
29
16
6
190
115
153
152
Percent
56
67
56
52
38
50
55
60
57
57
Many 231 55
Few 74 52
Employment of Graduates
High 159 55
Low 69 61
Use Competency Assessment
Yes 179 61
No 129 55
Requirements
Field experience 159 59
Area II: training program requirements . This area was sub-
divided into three components — Instructors, Curriculum, and Program
Focus (Table 4-5). The rating scale ranged from "1 — strongly agree"
to "7 — strongly disagree." Findings for questions related to Train-
ing Program Requirements are reported in Tables 4-5, 4-6, 4-7, and 4-8.
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With respect to instruction, mean rating scores ranged from 1.61
to 2.26, or from strong to moderate agreement. Most agreement was
found in the desire for instructors to have both field and clinical
experience. There was moderate agreement for instructors to have
academic responsibility, but the data seemed to point toward an
emphasis on applied knowledge.
This emphasis also emerged with regard to curriculum. Inclus ion
of field training received strong agreement (Mean - 1.21) as did
inclus ion of linkages between field and academic work (Mean - 1.34).
Inclusion of interdisciplinary approaches received moderate agreement
(Mean - 2 .25). For program focus, training of direct service workers
received strong agreement ratings (Mean - 1.57) •
Table 4-5
Training Program Requirements: Mean Ratings
Question Key Phrase Mean S.D.
Instructors:
143 Instructors should have field and
clinical experience 1.61 .92
144 Instructors should have academic
responsibility 2.26 1.09
145 Instructors should have field and
academic responsibility 2.10 1.21
Curriculum:
138 Inclusion of field training 1.21 .64
139 Inclusion of interdisciplinary
approaches 2.25 1.01
142 Linkage between field and academic 1.34 .70
Purpose-Focus of Program:
136 Train direct service workers 1.57 1.01
137 Train social change agents 2.65 1.36
163 Respond to needs of service provider 2.97 1.54
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There was more than majority agreement on all questions in
components one and two (Table 4-6). With respect to program focus,
there was strong agreement on training direct service workers, and
less agreement with respect to training social change agents and
responding to service provider needs.
Table 4-6
Training Program Requirements: Agreement Scores
Question Key Phrase N
143
Instructors:
Field and clinical experience 265 87
144 Academic responsibility 189 62
145 Field and academic responsibility 219 69
138
Curriculum:
Inclusion of field training 290 95
139 Interdisciplinary approaches 202 66
142 Linkage between academic & field 289 94
136
Purpose-Focus of Program:
Train direct service workers 270 89
137 Train social change agents 164 54
163 Respond to needs of service provider 136 44
The extent of consensus in each component area is shown in
Table 4- 7. The data reflect consensus in components two and three,
curriculum and focus. In component area three, overall consensus was
reduced because of varying opinions with regard to responding to the
personnel needs of service providers.
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Table 4-7
Training Program Requirements: Consensus Distribution
Consensus
Seale
0-131
132-261
262-392
393-523
524-654
655-784
785-915
Instructors Curriculum Focus
Random consensus
Midpoint
N % N % N %
24 8 11 4 7 2
67 22 14 5 30 10
187 61 22 7 104 34
27 9 57 19 157 51
0 0 201 66 7 2
0 0 0 0 0 0
0 0 0 0 0 0Complete consensus
The descriptors for the high consensus group are shovm in
Table 4-8. Although there was consensus among all institutional
groups, programs affiliated with community mental health centers
showed a considerably higher consensus level. There was consensus
among most program directors involved in degree-level training, except
at the BA and BSW level. (The low consensus shown by training program
directors is not particularly relevant, for their affiliation is with
the social work discipline and not with human service workers) . The
consensus level tended to be higher among 1) older programs, in
existence 6+ years; 2) programs with higher numbers of Ph.D. staff;
3) programs reporting higher success in job placement of graduates;
4) programs using competency assessment; and 5) programs requiring
field placements. Overall, this area showed general consensus, with
consensus being somewhat stronger in more stable and successful pro-
grams and in programs affiliated with community mental health centers.
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Table 4-8
Training Program
Institution
4-Year
2-Year
College & Psychiatric
Hospit al
College & Community
Mental Health Center
Degree Offering
Skill training only
Certificate
AA-level
BA-level
BSW-level
MA/MS-level
Age of Program
New
Old
Number of Graduates
High
Low
Ph.D. Staff
Many
Few
Employment of Graduates
High
Low
Use Competency Assessment
Yes
No
Requirements
Requirements: Descriptors
Instructors
N Percent
Curriculum
Percent
120 57 55
116 55 57
57 55 57
11 82 64
15 63 63
75 63 60
163 56 58
29 48 48
16 38 38
6 67 50
190 54 53
115 61 63
153 57 57
152 57 56
231 55 55
71 61 62
159 83 84
69 59 57
176 62 59
129 50 54
159 60 58
Focus
Percent
54
59
50
91
50
61
48
52
38
67
53
62
57
55
55
61
84
57
59
53
Field Experience 60
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^ea III; program approval
. Findings for the five questions
pertinent to Program Approval are shown in Tables 4-9, 4-10, 4-11,
and 4-12. The rating scale ranged from "1 — strongly agree" to
"7 — strongly disagree."
Strong agreement was exhibited for field experience credits, a
generic curriculum core, and defined goals. Moderate agreement was
found for using competency standards, and much less agreement for
setting up a national structure to approve programs.
Table 4-9
Program Approval: Mean Ratings
Question Key Phrase Mean S.D.
147 Credit for field placement 1.38 .90
148 Generic core 1.73 .99
149 Defined goals 1.41 .68
158 Setting up a national structure for
program approval 2.80 1.72
159 Competency standards 1.98 1.14
A crucial issue in the human service worker field is the extent
of support for the development of a national program approval struc-
ture. While a mean of 1.98 indicates some agreement
,
it does reflect
a majority of respondents, as shown in Table 4-10.
Table 4-10
Distribution of Responses to National Program Approval Structure
Rating Scale N Percent
1 - Strong agreement
2 - Moderate agreement
3 - Slight agreement
4 - Uncertain
5 - Slight disagreement
6 - Moderate disagreement
7 - Strong disagreement
90 30
69 23
41 13
65 21
12 4
12 4
16 5
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Sixty-six percent indicated agreement for developing a national
structure for program approval. Fifty-three percent indicated strong
or moderate agreement. Hence, there is a small majority consensus
for a national program approval structure. Thirteen percent indicated
disagreement and an additional twenty—one percent are uncertain.
Table 4-11 shows the percentage of strong-plus-moderate agree-
ment for each of the five questions in this area. In four of the five
areas, the percentage level is 77 or higher; in the fifth, it is
greater than 50.
Table 4-11
Program Approval
Agreement Percentages: Strong plus Moderate
Question Key Phrase N Percent
147 Credit for field 282 93
148 Generic core 250 82
149 Goals 288 94
158 National structure 159 53
159 Competency standard 234 77
The pattern associated with the high consensus group for the
area of program approval is shown in Table 4-12. There was overall
institutional consensus, again with the exception of BSW program
directors. Program directors of BA programs emerged as supportive,
and programs affiliated with community mental health centers were
strongly supported. Overall, the percentages and distributions
indicated consensus, with only BSW programs indicating disagreement.
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Table 4-12
Program Approval: Descriptors
Institution
4-Year
2-Year
College & Psychiatric Hospital
College & CMHC
Degree Offering
N
120
116
57
11
Skill training only
Certificate
AA-level
BA-level
BSW-level
MA/MS-level
Age of Program
New
Old
Number of Graduates
High
Low
Ph.D. Staff
15
75
163
29
16
6
190
115
153
152
Many 231
Few 74
Employment of Graduates
159
69
High
Low
Use Competency Assessment
Yes 176
No 129
Requirements
159
Percent
54
55
53
91
56
63
56
52
31
67
55
57
57
56
55
58
84
54
57
55
61Field experience
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Area IV; certification
. Five questions addressed the area of
certification of workers. Findings are reported in Tables 4-13, 4-14,
4-15, and 4-16. The questions focused on whether there is agreement
on differentiating educational requirements for MH/HS entry levels,
and whether human service workers should be certified by functional
field of specialization (e.g.
,
alcoholism, mental health), or by
levels of competence (e.g., entry, technical, associate, etc.). The
mean agreement scores are shown in Table 4-13. The rating scale
ranged from "1 — strongly agree" to "7 — strongly disagree."
Table 4-13
Certification; Mean Ratings
Question Key Phrase Mean S.D.
156 Certify by functional field 3.76 1.83
157 Certify by levels of competency 2.44 1.42
160 Differentiate entry level 2.47 1.26
161 Entry at AA-level 3.02 1.87
162 Entry at BA-level 5.32 1.81
There was moderate-to-s light agreement that coherent levels of
human service work should be differentiated (Mean - 2.47). There was
slight agreement that entry level should require an AA-level of
competence, and definite rejection of the notion that a BA-level of
competence should be required (Mean - 5.32). Of crucial interest is
whether certification should be defined by functional levels or by
levels of competence. There was moderate-to-slight agreement for
certification by competence level, and very slight agreement for
certification by functional field. The responses to these questions
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are broken down by level of agreement /disagreement in Table 4-14.
These data show nearly a majority consensus with respect to
establishing certification by functional level. On the question of
certification by competency, seventy-seven percent are in agreement,
but the strength of the agreement varies.
Table 4-14
Distribution of Responses to Type of Certification
Question 156
Functional Level
Question 157
Competency
Rating Scale
1 - Strong agreement
2 - Moderate agreement
3 - Slight agreement
4 - Uncertain
5 - Slight disagreement
6 - Moderate disagreement
7 - Strong disagreement
N Percent N Percent
34 11 96 32
61 20 90 30
43 14 47 15
69 23 50 16
29 10 10 3
42 14 7 2
27 9 5 2
The distribution of strong-plus-moderate agreement responses is
shown in Table 4-15.
Table 4-15 Certification
Agreement Percentages: Strong plus Moderate
Question Key Phrase N Percent
156 Functional specialty 95 31
157 Levels of competence 186 62
160 Differentiating levels 177 58
161 Entry at AA-level 157 51
162 Entry at BA-level 175 57
A small majority consensus exists for all questions, except
certification by functional specialty. These findings, in general,
support those presented in Tables 4-13 and 4-14.
167
The data on the descriptors associated with high consensus
groups are shown in Table 4-16. Programs affiliated with community
mental health centers were very strongly supportive; programs offer-
ing certificates were also strong. Program directors of BSW programs
showed the least agreement. Program directors showing the highest
level of consensus were involved in 1) older programs; 2) programs
reporting high graduate employment, and 3) those already using
competency assessment.
Table 4-16
Certification: Descriptors
Institution N Percent
4-Year 120 54
2-Year 116 58
College & Psychiatric Hospital 57 53
College & CMHC 11 82
Degree Offering
Skill training only 15 50
Certificate 75 67
AA-level 163 56
BA-level 29 45
BSW-level 16 38
MA/MS-level 6 50
Age of Program
New 190 47
Old 115 63
Number of Graduates
High 153 57
Low 152 56
Ph.D. Staff
Many 231 55
Few 74 59
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Table 4-16 Continued
Employment of Graduates N Percent
High 159
69
83
58Low
Use Competency Assessment
Yes
No
176
129
60
51
Requirements
Field experience 159 56
Summary of Findings
Respondents exhibited some consensus in all four areas examined:
specification of core skills, program requirements, requirements for
approval of education/training programs, and requirements for
certification of graduates. The data, therefore, support the notion
that an ideology of professionalism exists among the directors of
human service worker education/training programs. The data, further-
more, indicate that this ideology encompasses both the more concrete
issues of specific actions and guidelines, and more abstract issues,
such as general program purposes. In conclusion, this analysis
provides further evidence that the occupation of human service worker
is well on its way to becoming a profession.
CHAPTER V
SUMMARY AND CONCLUSIONS
Overview
In the relatively short period of fifteen years, the mental
health field has been impacted with at least four major changes.
These changes will continue to affect the field for years to come.
The first change was a shift from a predominantly intrapsychic
mental approach to a more "ecological" approach. In this latter
approach, an individual’s state of mental health is considered
within the context of the total living environment; social, class
and cultural factors are taken into account. This evolving emphasis
on treating the client as a whole person, with a full range of human
needs and feelings, leads to a broader, more functional approach
to diagnosis, treatment and intervention.
Next was the establishment of a new, community-based, system of
services and treatment. A number of significant policies and programs
were put into motion, and the nation’s system of residential mental
hospitals was dismantled in favor of a commvinity-based system of
services. Policies which led to the construction and staffing of
community mental health centers were initiated by an act of Congress
in 1963. This legislation and its amendments continue to provide
the impetus for current efforts to reintegrate individuals with
mental health problems into normal community settings and to gain
public acceptance for them living within their local communities.
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The third change was the release or deinstitutionalization of
vast numbers of patients from treatment and custodial care in large
institutions. As an alternative, community residential arrangements
were developed. Mental health agencies and workers continued to
devote energy to creating environments which are conducive to mental
health, to developing community resources, and to promoting community
tolerance of the mentally disabled. Such community support systems
and approaches are recognized by the Joint Commission on Accreditation
of Hospitals and are operative in several states as official policy.
Lastly, the composition of caregiving personnel has shifted from
professionals to mental health workers in almost all mental health
facilities and services. Mental health workers are now the single
largest category of personnel providing direct services in the
nation’s mental health facilities.
These changes already have markedly altered the nation's mental
health service delivery system, and they are continuing.
Less apparent were the training support systems that emerged to
produce personnel for these changes. Many workers who entered the
mental health field ten years ago did not hold degrees at the
associate or baccalaureate level. Efforts to prepare them for their
jobs were largely agency-sponsored in-service training programs and/or
temporarily-supported Federal training programs.
Purpose of the Study
Although research has examined mental health workers’ involvement
in the delivery of mental health services, few researchers have
171
studied the educational system that arose nationally and that currently
serves as the major vehicle for preparing human service workers for
employment in the mental health field.
As a consequence, the organization of programs, their geographic
distribution, foci of effort, goals and purposes are all virtually
unknown and have not been described, studied, or analyzed in detail.
The primary purposes of this study were;
1) To describe the current national college-based educational
system for preparing human service workers for employment in the
mental health field
,
and
2) To analyze and describe the stage of professional development
of this relatively new personnel resource
.
Methodology
Because of the complexity of this undertaking, a variety of
methodological approaches were used. Historical, descriptive and
analytical approaches were melded to study the college system and the
professionalization of the human service worker.
First, to describe the incorporation of mental health workers
into the field of mental health and to trace the beginnings and the
activities of the Federal government that led to a college-based
system of training human service workers, an historical research
approach was used. Data were drawn from the published literature.
Federal legislation and files maintained at the National Institute
of Mental Health. These data were supplemented by interviews with
persons instrumental in the development of human service workers.
172
Both primary and secondary published sources were reviewed, analyzed
and organized to provide a chronology and identification of the
major themes that affect the mental health field to this day.
Second, to describe the existent college-based system for the
training of human service workers, data were drawn from a large,
national, sample survey of organizations and institutions with
programs for the training of human service workers
.
These data represent the first national picture of the college-
based system. They permit description and profile of two- and
four-year college programs, including: staffing patterns, graduation
requirements, curriculum, allocation of credit hours, description of
trainees, field experience requirements, program objectives,
functional specialty areas, geographical and historical data.
Third, to study the extent of professionalization, responses by
program directors to a series of questions indicating their acceptance
of professionalization within the field were analyzed. Professional
"benchmarks," in turn, were identified from the literature on the
professions.
The extent of consensus and disconsensus was measured and
examined as to scope and magnitude of agreement.
Summary of Findings
Mental health workers . The study first focused on identifying and
describing mental health workers historically. The research questions
and key findings were:
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How have the roles of mental health workers evolved In the
mental health field ?
• The roots of workers in mental health were traced back to
the period of the "insane asylum."
World War II was a turning point in the use of alternative
staff. The success of these efforts, rapid training programs,
and the high incidence of psychiatric military rejects,
promoted the use of mental health workers in treatment
rather than custodial practices.
• The 1960 President's Commission Report provided the rationale
and long-term guidelines for converting from institutional
to community-based service systems. Action for Mental Health
called into question both the system of services and the
personnel structure delivering services. The report
advocated the development of new personnel and the
utilization of community persons and resources in the
rehabilitation of mental patients.
Who are the mental health workers ? The term "mental health
worker" describes an entire category of personnel, encompassing all
mental health occupational groups not affiliated with the four core
professional disciplines (psychiatry, psychology, social work and
psychiatric nurses). This study was concerned with only those groups
of mental health workers who have less than a Master's degree.
The following broad groups represent the majority of mental
health workers. For convenience, traditional (paid workers in
organized settings) and non-tradltlonal (workers In and out of
organized settings) are listed separately;
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1. Traditional
Psychiatric aides, psychiatric technicians or attendants
Mental health aides, technicians and assistants
• Alcohol and drug addiction workers
• Indigenous workers
• Human service workers^
2 . Non-Tradlt lonal
• Peer counselors
• Volunteers
• Self-help or mutual help group workers
• Natural helpers
Traditional mental health workers are now the largest single
category of personnel providing direct services In the nation’s
3,300 mental health facilities. In 1976, they comprised 45.1 percent
of all patient care personnel In mental health facilities.
Non-traditional mental health workers comprise the vast array of
persons involved in autonomous, independent, parallel and support
systems providing direct patient services. There is no accurate
number of these non-traditional mental health workers. Guesstimates
7. These workers generally have one, two or four years of formal
education and training, and usually possess a certificate. Associate
of Arts or Baccalaureate degree. This group of workers, and the
formal educational and training system that prepares them, was the
primary focus of this study.
are that they substantially outnumber traditional mental health
workers.
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What do mental health workers do ? The diversity of the field
precludes describing in detail the many different roles of workers.
The groups listed below are summarized briefly.
1. Traditional .
• Psychiatric aides
^
technicians or attendants
provide in-patient psychiatric care. They are employed
primarily by large mental hospitals and CMHCs with
in-patient care units. They perform patient care and
support functions usually under the supervision of a
nurse.
• Mental health aides or assistants
are associated primarily with CMHC programs and perform
a variety of duties idiosyncratic to the agencies in
which they work. Their training is limited to in-service
or technical training school, and they work under the
direct supervision of professionals.
• Alcohol or drug addition workers
are used almost exclusively by alcohol or drug addiction
programs which may be integrated with, or be independent
of, other mental health and rehabilitation services.
These workers often have had personal experiences with
alcohol or drug addiction, and also receive in-service
training.
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Indigenous workers
generally are used to provide counseling and behavior
changing services to clients with similar demographic
background, or to serve as advocates for clients. They
are similar to peer counselors and self-help providers
but, as a group, have enough distinct history and
recognition to warrant a separate category.
Human service workers
are described in detail in this study.
2. Non-Traditional .
* Peer counselors
provide counseling and assistance to people with similar
demographic histories, such as age peers in high schools
and colleges; widows counseling widows, etc.
* Volunteers
typically, are non-paid individuals who are interested
in a career in mental health, and want experience; and
persons who hope to find personal satisfaction, meaning,
and involvement in volunteer work.
* Self-help or mutual-help group workers
represent the largest, informal source of personnel
providing mental health care. Self-help groups are
voluntary, small-group structures for mutual aid and the
accomplishment of a special purpose. Such groups often
perceive that their needs cannot be met through existing
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institutions. They provide material assistance and
emotional support, and promulgate an enhanced sense of
personal identity.
* Natural helpers
include the vast array of natural support providers, such
as the family, neighborhood and community groups, clergy,
storekeepers, bartenders, hairdressers, and other
individuals who often are confidants and advisors to a
wide range of people.
What is the importance of mental health workers to the mental
health system? The literature points out that mental health workers
have been used in virtually every kind of community and institutional
mental health and mental retardation program, including alcohol
treatment, aging, mental retardation, child treatment, consultation
and education, after-care, in-patient treatment, screening and
custodial programs.
Despite the variety of research approaches, variables and data
bases, the literature reports that mental health workers provide
effective services, equal to, if not surpassing, services provided by
professionals. The literature also indicates that mental health
workers are effective surrogates when professionals are in scarce
supply.
Education and training programs . The second phase of this study's
historical review focused on evaluation of training programs for one
particular type of mental health worker - the human service worker.
Early programs led directly to the current college-based system
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described in this study. The research questions and key findings in
this part of the study included:
j^w did formal training of human service workers originate and
evolve ?
. The pioneer training program was started in 1966, at the
Extension Program of Purdue University, Fort Wayne, Indiana.
. It was originally supported by NIMH as part of their effort
to build a training support system in community colleges.
^ several additional programs were started.
. In 1967, the National Institute of Mental Health began
systematically to provide funding to a select group of
Community Colleges for the development of an AA-degree for
human service workers. The grant support program was
formalized in 1971.
. Two regional groups were organized. Southern Regional
Education Board (SREB) and Western Interstate Commission on
Higher Education (WICHE)
,
to provide research and support to
the developing concept of the human service worker.
. The four-year college system appears to have arisen without
significant Federal support but in response to local need.
The four-year college system has grown and expanded as much
as the two-year college system. It is relatively unrecognized
as a major system of educational support for human service
workers.
What were the features of early training programs?
. Programs recruited persons without degrees, including some
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who did not have high school diplomas.
• Programs attempted to remediate basic skills, rapidly acquaint
students with the mental health field and provide specific
skills for working in agencies and with clients.
• Existent curricula were accepted, modified, and made more
topical. Instructional methods became more appropriate to
adult learners and supportive of communication development.
• Limited transferability of credit between two- and four-year
colleges was permitted.
What are the features of newer training programs?
• Program recruits are predominantly female and white, with
few ethnic minorities or men represented.
• A practicum or field training component has always been part
of the curriculum design.
• The curriculum is roughly divided into thirds: basic and
theory courses, mental health courses, and field experience
and specialization.
• Faculty are drawn from existing mental health professions.
• Faculty are typically interdisciplinary.
• Graduates often are placed in mental health agencies.
• The central conceptual theme around which training and course
work is organized is that of training a "generalist."
The generalist human service worker has a range of adaptable
skills
:
1. The generalist works with a limited number of clients or
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families to provide "across the board" services.
2. The generalist is able to work in a variety of agencies
and organizations that provide mental health services.
3. The generalist is able to work cooperatively with any of
the existing professions.
4. The generalist is familiar with a variety of therapeutic
services and techniques rather than sepcializing in one or
two areas
.
5. The generalist is a beginning professional who is expected
to continue to learn and grow.
What are the roles and functions of human service generalists?
Some thirteen roles or functions were delineated for the human
service generalist:
• Broker
• Outreach worker
• Advocate
• Community planner
• Caregiver
• Data manager
• Administrator
• Evaluator
• Teacher-educator
• Behavior changer
• Consultant
Assistant to a Specialist
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• Mobilizer
Empirical study findings
. The following findings emerged from the
analysis of the national sample of two- and four-year colleges:
• Two parallel systems for the training of human service
workers exists today - one in two-year colleges, one in
four-year colleges.
The growth of both two- and four-year programs since 1970
has been dramatic — an average of over 300 percent.
• In the ten years that these programs have been in operation,
9,000 undergraduates, 17,000 AA-level personnel, and 19,000
certificate trainees have been trained by schools in the
sample. Projecting to national figure, perhaps 18,000
undergradixates, 29,000 AA-level personnel, and 31,000
certificate-level workers have been trained. Some 17,000
full or part-time students currently are in their first or
second year of training.
• One out of four training programs maintains an active
affiliation with an agency providing direct client services.
Most have arrangements for field training of students.
• Human service worker educational programs are concentrated
on the East and West Coasts.
• Demographically
,
most graduates are white, female, and
recent high school graduates or older women returning to
the workplace.
• Both four-year and two-year training programs emphasize
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generalist" training in functional specialty areas and
course offerings.
®lloc3tion of credit hours for a degree are roughly
one-third in foundation courses, one-third in mental health
specialty courses and one-third in field experience. This
pattern was established early in the design of human service
worker programs and seems to have been followed by both
four- and two-year colleges, and by both BA and AA programs.
Programs parallel other career course work in their
structural characteristics. In most programs, 128 credits
are needed for BA, 64 for an AA-level degree. Within a
college, there is usually the opportunity to transfer
credits earned at the AA-level to a BA program.
Staffing - especially at the doctoral level - is dominated
by psychologists. Instructional staff and course offerings
in both four- and two-year colleges are often interdis-
ciplinary.
More doctoral level personnel staff four-year college
programs. But even within the four-year college system,
there are fewer Ph.D. than MA-level staff. AA-level programs
appear similar in staffing whether at four- or two-year
colleges.
Certificate courses show more differences between four- and
two-year college programs. At the four—year schools,
there is a greater career-orientation and great specification
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of the service areas for which certificates are being
awarded.
Of considerable interest is the finding that huma n service
worker training programs have exhibited so much stability
over the years. There is a central focus on preparing
generalists; the skills taught, types of courses, and
amount of field experience appear to have been stable.
The four-year colleges apparently have modeled themselves
after programs established in the two-year colleges; programs
for AA-level training are similar whether they are in four-
or two-year settings. These findings imply considerable
consensus regarding the purpose of and training necessary
for human service workers.
Growth towards professionalization . The second purpose of this
study was to examine growth of human service workers towards
professionalization. Initially, the literature on professions,
their stages and development, was reviewed for benchmark criteria
which denote the progress of a field toward professionalization. A
variety of criteria was extracted and formulated into questions,
including:
• Is the field a full time occupation?
• Do members exhibit a commitment to a calling?
Is there identification with peers in a formal organization?
• Is the field based on useful knowledge and are skills based
on specialized training and education?
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Is the field based on understanding of the theoretical
structure of some department of learning or science?
Are members required to have knowledge of specialized
techniques?
Does the field have determination of its own standards?
On the surface, human service training meets many of the criteria
listed, because it is college-based and relies on established
professions. Because of its applied nature, the field is based on
medical, behavioral and social science.
There is the absence of a single, formal organization that
represents the field and acts as the surrogate authority with respect
to political and social interests, assures and safeguards ethics
and standards of conduct, or regulates criteria by which members of
a profession are recognized and accepted.
The establishment of such an entity presupposes that members
have a consensus view regarding issues such as the training cadre,
the setting of standards and the recognition of membership.
An analytic study was undertaken to examine the extent of
consensus in four substantive areas:
• Consensus regarding cadre skills
• Consensus regarding training program requirements
* Consensus regarding approval of programs (program standards)
* Consensus regarding certification of cadre
The respondents were the program directors of 305 colleges and
universities that were drawn in the national sample. They represent
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an influential and leadership segment of the human service field.
The findings indicated consensus in all four areas:
. Highest agreement was found in the training of cadre skills
and in establishing training program requirements,
• The data also indicated that the ideology of professionali-
zation is acceptable among respondents on the critical areas
of taking formal steps to establish an organization which
will set guidelines and formally approve programs which train
cadre. Consensus regarding requirements for persons entering
the field also was indicated.
. These data support the notion that there is considerable,
strong movement toward professionalization. The acceptance
of these professional benchmarks denotes an evolving trend
toward professionalization in all its facets.
Conclusions and Implications
College-based system for the training of human service workers. This
study has established the extent to which mental health workers are
involved in the delivery of mental health services, including the
variety of functions and roles they perform. It also has described
the elaborate college-based system of education and training which
has evolved to prepare human service practitioners for work in the
field. Therefore, the study was confined to human service workers
and their training, since they are currently the largest group of
mental health workers being trained formally.
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Several conclxisions can be drawn from the data and the findings.
The training system .
• Current training mechanisms for preparing mental health
personnel at the human service worker occupational level
are largely formal, college-based, and similar to those
used to prepare other allied health workers. Because all
these educational programs depend upon the colleges, they
are similar in concept, credit requirements, structure,
curriculum organization and expectancies.
• Irrespective of geographic location, similar, if not
identical, kinds of human service worker training and career
preparation are found on the east coast, west coast, or
center of the country.
• Whether offering AA, BA, or both, most educational
institutions direct their training efforts to the requirements
of local mental health agencies and seem sufficiently
successful in placing their graduates within these agencies.
• The training modes appear effective in preparing human
service workers to work with the variety of mental health
client groups requiring services. Deinstitutionalization,
for example, has dispersed less-chronic clients from
institutions into the community, while the chronically ill,
the aged and the infirm continue to be housed within
institutions. Training curricula suggest that human service
workers are being prepared for both community-based and
institution-based services.
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A variety of treatment models are being taught to human
service worker practitioners. The approach of providing
multidimensional, treatment skills training reflects a
commitment to a "generalist approach" and seems to reflect
a separate turf" reserved for human service workers which
is distinct from the turf of other allied professionals,
psychiatrists, psychologists, social workers, and psychiatric
nurses. Generally, there are three orientations toward
treatment — treatment as individual care, treatment as
community care, and treatment as institutional care. These
areas, in turn, are detailed and varied as to method,
techniques, theory, and scope, with considerable transfer
from one area to another.
In examining curricular offerings, it can be seen that
skills for individual care models are presented partly in
counseling courses, activity therapies and behavior
modification courses. The skills for community care are
presented partly in courses on the mental health system and
community agencies. Courses also emphasize liaison roles,
advocacy, work as social and community change agents.
The training being provided appears to match and be suitable
for current service orientations to mental health clients.
As a result of training, human service workers are prepared
to work in institutions, or community mental health agencies,
or to be part of community-service models such as the
Balanced Service System (BSS)
.
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The BSS approach attempts to allocate services according
to client need; the more severe the need, the more intensive
the service. As soon as the need abates, service is
withdrawn and the client is returned to the community. BSS
is not, however, a treatment model in the classified sense.
Instead, it is a logistical system for allocating limited
resources. BSS requires a case manager, i.e., someone who
can perform multiple roles, depending upon a client's
status and condition (Gerhard & Dorgan, 1977).
Professionalization . Standards for the training of human service
workers, and the apparent trend toward establishing a profession,
have emerged within a relatively short period of time. The impetus
for these developments is due to the fact that training has occurred
within formal, recognized college institutions and is conducted by
professional instructional staff. The ethical behavior and
dedication which are expected in the academic community are
transmitted formally and informally to student.
The human service field now exhibits many of the traits commonly
associated with professionalization:
* Human service workers are in a full-time occupation.
* They have apparent commitment to a calling.
* Human service workers identify with peers and distinguish
themselves from the four core professions (psychiatry,
psychology, social work, and psychiatric nurses) in terms
of kindred skills, proximity to clients and an ideology
of comprehensively servicing the client.
• The field is based on useful knowledge; the foundations of
human service work are theoretical knowledge, applied
behavioral science and clinical experience. Similar
foundations exist in the fields of psychiatry, psychology,
sociology, and allied health. Skills are based on
specialized training and education.
• Techniques, such as individual and group counseling, behavior
modification, etc., are adopted from other behavioral science
fields and are taught formally in the college-based system.
• At this stage of development, standards are set by college
faculty and mental health agencies. They are not codified
within one organization that represents human service workers.
Consensus exists around issues of the training cadre, appropriate
programs, formal approval of programs and certification of cadre to
practice in the field. This is a prelude to the establishment of a
separate, formal, professional organization that ultimately will
represent human service workers and regulate standards in ways
comparable to other professional organizations.
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RecoTomendatlons
Numerous gaps have been identified with regard to knowledge
concerning the use and effectiveness of mental health workers in
general, and human service workers in particular. Several
recommendations are offered here for further research. In some cases,
suggestive evidence needs to be bolstered by more rigorously
controlled studies and better data collections. In general, the roles
and status of all mental health workers need to be classified and
defined ; this need will become increasingly salient in a climate of
fiscal restraint in federally-funded mental health programs.
Assessments of mental health worker effectiveness . Well designed
research is needed to assess the performance of mental health workers
and distinguish between the types of workers and the specific services
performed. The lack of controlled studies to evaluate mental health
workers who function in self-help groups and as mental health
volianteers is noted particularly.
Studies of the effectiveness of associate and baccalaureate level
human service workers. Empirical studies are needed to assess the
effectiveness of human service workers trained in associate and
baccalaureate degree programs. Particular emphasis is needed on the
performance of workers trained as human service generalists. Such
studies would supplement the body of relevant subjective data that has
already been compiled (e.g.. Young, True, and Packard, 1976).
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Assessments of factors contributing to mental health worker
effectiveness
. Empirical studies are needed to identify and chart
interactions among the multiple factors that promote optimally
effective performance by mental health workers. These factors include,
but are not limited to, training and supervision procedures,
professional-mental health worker relations, salary levels,
opportunities for horizontal and vertical mobility, staff selection
procedures, and the level of mental health worker responsibility for
client care and policy decisions. Such multi-factor, empirical
research is virtually absent from the literature. An example of
such research, focusing on mental health worker programs rather than
on mental health workers themselves, is a study carried out by Alley
and Blanton (1976a).
Descriptions of effective mental health worker helping processes.
While the skills of mental health workers can be enhanced by training
and supervision from professionals, mental health workers also have
developed effective helping processes independent of professionals,
as documented by relevant research (e.g., Gottlieb & Schoter, 1979;
Levy, Knight, Padgeet, and Wollert, 1977). Further research should
be conducted to identify and describe effective "aprofessional"
helping processes and the intervening subcultural factors (such as
membership in the same minority group) that may influence
effectiveness.
Developing organization models for utilizing mental health workers.
Further research needs to be done on providing a sound basis for
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developing systemwide plans to utilize mental health workers, building
on efforts such as those of Pattison, Kuncel, Murillo, and Madenlian
(1979). One extensive study has identified program-level variables
affecting the success of New Careers programs (Alley and Blanton,
1977). The goals of these programs were service delivery, education
and training, and personnel development, utilization, and career
opportunities. Success was influenced by whether a system of program
planning and self-assessment was used, whether the staff could
influence relevant outside agencies and groups informally, and
whether staff or consultants had capacity in all critical areas.
These efforts require further refinement if their findings are to
gain widespread acceptance.
Research needs to be conducted to determine what situations are
conducive to mental health worker caregivers performing such functions
as therapy, advocacy, and support. There is also a great need to
discover the organizational structures and patterns which maximize
the effective utilization of both mental health workers and
professional workers in these roles (see, e.g.. Alley, et al. , 1979).
Models for collaboration between mental health workers and
professionals. There is a need to identify, evaluate, and describe
existing, effective service delivery models that interrelate
professional and mental health worker services. It is particularly
important to identify collaborative arrangements that avoid polarities
such as assimilation and intractable ideological disputes (Kleimann,
Mantell, and Alexander, 1976).
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Cost-benefit studies . To some extent, the cost and benefits related
to the use of mental health workers have been determined (Brandt,
1968; Hall, 1979; Madenlian, Pattison & Saxon, 1980; Roberts, Aller,
Mayall, & Mitchell, 1973). However, there is the need to specify more
precisely the employment patterns and work conditions that yield
maximum effectiveness and efficiency. Support shoxild be provided to
continue the type of work begun by Marschak and Henke (1979)
,
who
studied alternative combinations of professional and mental health
workers to determine the least-cost combination for the quality of
mental health services provided.
Research on the selection, training, and supervision of mental health
workers. It is important to select caregivers who have the
appropriate attitudes, and to develop their skills through training
and supervision. The use of standardized selection procedures, such
as the Group Assessment of Interpersonal Traits (GAIT) development
by Goodman (1972), is one approach to selecting mental health worker
caregivers. Further work is needed to improve both the reliability
and the validity of such selection procedures. More intuitive
procedures also have been used in selecting people, and these
procedures need to be assessed (see Alley, Blanton, Feldman, Hunter,
& Rolfson, 1979). In addition, studies are needed to determine what
characteristics are needed to work in traditional institutional
settings.
In order to deliver effective services, mental health workers
need certain knowledge and skills. Training approaches, such as
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those developed by Danish and D'Augelli (1976) and Dixon and Bums
(1974) have been found to be effective with mental health workers,
especially with peer counselors and volunteers. More research needs
to be done to determine which specific skills are needed by mental
health workers, ways these skills can be taught, and ways to apply
learning from the training situation to the work situation.
Attention has been given to research on training processes, but
more understanding of supervision practices could facilitate the
ongoing learning process, could provide support for mental health
worker caregivers, and could enhance the personal and occupational
growth of the mental health worker caregiver over a prolonged period.
Accreditation research . As more agencies adopt a community-service
orientation, the traditional accreditation standards need to be
revised. The Joint Commission on Accreditation of Hospitals has
already adopted the Balanced Service System, a case management
approach, as its standard for community mental health programs.
Additional research is needed to determine appropriate procedures
and standards for accreditation, particularly since an agency’s
funding often depends upon accreditation.
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Appendix 1
DATA COLLECTION QUESTIONNAIRE
208
Southern Regional Education Board
130 Sixth Street Atlanta, Georgia 30313 404/875-7611
Survey of
Mental Health/Human Services
Training Programs
in connection with
projects for
Worker Certification and Program Approval
Disclaimer: Any reports that are developed from the information on
this questionaire will not reveal the identity of any respondent.
You have the right to omit any item (including your name) that you
wish.
209
PROGRAM NAME NAME OF DIRECTOR
INSTITUTION_ ADDRESS
1. Approximate number of current
students: 1st Yr. Full-time Part-time
2nd Yr. Full-time Part-time
Other (explain)
2. Approximate number of
graduates by year: 1970 1971 1972 1973
1974 1975 1976
3. Number of planned
graduates by year: 1977 1978 1979 1980
1981
4.
Instructional unit
of measure: Semester ^Quarter Week
^Clock Hour Other (specify)
5.
Program duration in above units (e.g. 2 semesters, 4 weeks, etc.)i
6.
What is the terminal credential (e.g. Certificate, AA, etc.)?
7. For a formal college program, what minimum number of credits are
required to complete program . ^Does not apply
8. Indicate the relative importance of your program objectives by
placing a check ( /^ ) under the appropriate coding:
A - Primary program objective C - Incidental program objective
Secondary program objective D - Not applicable
Prepare mental health/human service custodial care workers.
' Provide training of mental health/huraan service generalists,
j j [ Prepare aides or assistants to a primary profession.
Prepare psychotherapists/ counselors
.
j I [ I
Prepare social change agents
.
Provide personal growth for students.
J
Prepare mental health/huraan service administrators
.
Prepare outreach workers.
"j
j !
\ Provide for transfer to higher level program.
Provide career preparation for employment.
III! Other (specify)
B -
A B C D
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9.
Check and complete all that apply to field experience/OJT;
^Field experience/OJT is required.
Within how many different settings
. Total program
clock hours .
Instructional staff provides on-site supervision.
Seminars are held in conjunction with placement.
Credit is awarded for the placement experience.
^Placement is concurrent with other formal instruction.
Placement is massed in modular blocks.
Students are generally integrated with agency staff.
^Students work towards direct client responsibility.
10.
Check all functional specialties for which your program prepares
students
;
Community Mental Health
Developmental Disabilities
Child Mental Health
Drug Abuse
Mental Hospital
Other (specify)
Alcoholism
Corrections
Gerontology
Mental Retardation
Vocational Rehabilitation
No specific field
11.
Check all of the following which are included in your curriculum:
Organizational Dynamics
Community Organizations
Interpersonal Relations
Communication Skills
Values Clarification
Health Care Skills
Research Skills
Interview Skills
Counseling Skills
Group Process
Planning and Task Management
Occupational-Recreation-
Activity Skills
Supervision/Administration
Skills
Behavior Modification Skill
12.
Insert characteristics of graduates in approximate percentages:
Male/ Female % / %
Cau % Black % Spanish surnamed 7o Native Am. %
Other %
Ages of students: Under 20 21-25 A, 26-30 /o,
31-35 35+ %.
Graduates presently employed in Mental Health/Human Services /a
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13. What occupational-professional group affiliation is available
to your graduates?
(Identify—use full name)
14. Check all the methods which you use for program evaluation:
Systematic follow-up of graduates
Advisory Committee
Student course/program evaluation
^Faculty/staff program evaluation
Competency Assessment
Other (specify)
15. Indicate the extent regular existing courses are used (e.g.
Psych. 101)
:
^Exclusively (100%) Most (75%) About half (50%)
^Few (25%) None (0%) ^Does not apply
16. Indicate the extent the program courses which are taught by your
faculty/training staff are interdisciplinary in content:
^100% 75% ^50% 25% None ^Does not apply
17. Indicate the approximate percent of transfer credit received by
your graduates upon entry to a related higher level academic
program:
100% 75% 50% 25% None Does not apply
18. What is the approximate distribution in percentages of course
credit for your program in the following categories?
% General studies or foundation courses
% Human Service knowledge and skill courses
% Human Service field experience courses
% Functional specialty courses (e.g. alcohol, gerontology)
7o Does not apply
19. Who controls curriculum? ^Program faculty External
cuifriculum comm. Administration Does not apply
Other (specify)_
20. To what extent have "competency” standards been developed for
your program?
None For a few courses For experiential courses only
For entire curriculum ^Other (specify)
PLEASE ATTACH COPIES OF^ COMPETENCIES DEVELOPED FOR YOUR PROGI^
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21. Please furnish number of regular faculty/staff by discipline,
academic credential, and approximate average years of clinical
or other human service-related field experience.
PhD
Social Human
Psych. Work Nursing Counseling Service Other
1
MA
1
BA
AA
Less AA
Avg. Yrs.
Clin. Exp.
22. Provide the name, position/title, and mailing address for one or
two individuals each from your faculty or staff, practicum or
on-the-job training supervisors and program graduates who you
think would be well qualified (and willing) to review future
material on competency standards for Mental Health/Human Service
workers
.
name role address
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23-50. Indicate your relative agreement or disagreement with the
following premises or characteristics of Mental Health/
Human Services training programs by placing a check
under the appropriate coding;
KEY: +
0
A
B
C
D
E
F
G
STRONGLY AGREE
AGREE
MILDLY AGREE
NEUTRAL
MILDLY DISAGREE
DISAGREE
STRONGLY DISAGREE
A B C D E F G
23
i j 1
A primary purpose
program should be
24 1 1 A primary purpose
agents.
of a Mental Health/Human Service
to train direct service providers.
should be to train social change
25 [ Field experience should be an indispensible
component
.
Knowledge of organizational dynamics is necessary.
Interdisciplinary approaches in curriculum
development are demanded.
Knowledge of community and MH/HS organizations is
vital.
It is important to have a close correspondence or
linkage between the academic and field component.
The instructors should have a strong field or
clinical background.
The instructors should have a strong academic
discipline.
32 | I I I i I Instructors should have field as well as
academic
responsibility
.
j
~j r The curriculum should include skills in
interpersonal relationships, communication,
planning and task management.
1 ! ! I I T Credit should be provided for field experience.
1 i
!
The curriculum should have a generic core.
214
A B C D E F G
36
i I I I I I n MH/HS programs should have clearly defined goals.
37rn Systematic follow-up of graduates should be Included
in program evaluation procedures.
Political science, economics and history should be
included in the curriculum.
Programs should have formal arrangements with
placement agencies.
Personal and individual development of the students
(self-awareness) is an important component.
Students as a group should participate in providing
input and consultation on the academic program.
42
[
The community or agency representatives should
participate in providing input and consultation
on the academic program.
Workers should be certified by functional field
(e.g., alcoholism, mental health, etc.).
Workers should be certified by levels of competence
(e.g. entry, technician, associate, etc.).
A national structure should be developed to
approve MH/HS training programs.
Competency standards should be developed for
training programs.
Coherent levels of human service work should be
differentiated.
1 Enti^-level training for human service workers should
be at the AA level of competency.
"i Entry-level training for human service workers should
be at the BA level of competency.
MH/HS training programs should respond primarily
to identified service provider manpower needs.


